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to improve 


respiration in cardiac 


decompensation 


SUMMIT, N.J. 


2/2225m 


SUPPLIED 

Oral Solution: 
bottles of 1 and 3 
fluidounces and 
bottles of 1 pint. 
Also available for 
intravenous or 
intramuscular use: 
Ampuls, 1.5 ml. 
and 5 ml.; 
Multiple-dose Vials, 
20 ml. 


ORAL SOLUTION (es: couows) 


Coramine is a proved respiratory and central 
nervous system stimulant, useful in controlling 
Cheyne-Stokes respiration and paroxysmal dyspnea 
associated with cardiac decompensation. 

The choice of oral or intravenous therapy de- 
pends upon the seriousness of the situation. When 
a prompt response is necessary, the intravenous 
route is preferred. Oral administration produces 
a slow, progressive improvement—usually one to 
three days elapse before the optimum benefit is 
realized. 

Since Coramine is rapidly and completely ab- 
sorbed from the gastrointestinal tract, the Oral 
Solution (3 to 5 ml., three to five times a day) may 
be administered in cases of chronic cardiac decom- 
pensation or in convalescence following acute 
coronary occlusion. 
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from disability to dexterity 


Acetycol brings welcome relief quickly to Acetycol also contains three important vita- 
the patient suffering from arthritis and re- mins, often lacking in older and rheumatic 
lated rheumatoid diseases. As Acetycol in- patients: ascorbic acid, to prevent degenera- 
creases the range of pain-free movement, tive changes in connective tissues; thiamine 
the patient, freed from the twin taskmasters and niacin, for improved carbohydrate utili- 
of pain and rigidity, is able to resume many zation and relief of joint pain and edema. 


of his normal activities. Usual dosage —1 or 2 tablets three or four 


The sustained effect of Acetycol is based on times a day. 
the relationship between aspirin and para- Each Acetycol Tablet contains: 
aminobenzoic acid. A relatively low dosage Aspirin 


of aspirin produces high salicylate blood Para-aminobenzoic acid 
Colchicine, salicylated 


Ascorbic acid 


levels in the presence of PABA. The effec- 
tiveness of Acetycol in gout or cases of a Thiamine hydrochloride .... ..... 
gouty nature is due to the inclusion of sali- ~ Niacin 

cylated colchicine. Supplied: Bottles of 100 and 500 


Acetycol 
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to relieve rheumatic pain 
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Serpasil Ritalin Serpatilin 
tranquilizer psychomotor emotional | 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,' in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen’® also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine... in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication, 2. Lazarte, J. A., and Petersen, M.C.: Personal 
communication. 

Serpatilin Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA 
and 10 mg. Ritalin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


Dosage: 1 tablet 


Be ae T.M. 
b.i.d. or t.i.d., 
adjusted to the 
individual. 
CIBA 


SUMMIT, N. J, (reserpine and methyl-phenidylacetate hydrochloride C1BA) 
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urine sugar test of unmatched simplicity 
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“Tes-Tape’ completely eliminates the need for test tubes, 
heat, reagents, or any other paraphernalia in quantitative 
urine sugar determinations. Simply moisten a strip of 
“Tes-Tape’ with the specimen. After just sixty seconds, 
compare it with the color chart on the “Tes-Tape’ dis- 
penser. Then read off the percentage of sugar. The selective 
action of “Tes-Tape’ prevents false positive reactions, as- 
sures complete accuracy. 

The convenient size of the “Tes-Tape’ dispenser permits 
you to carry it on house calls for on-the-spot determina- 
tions. Your patients also will welcome the convenience, 
simplicity, and accuracy of “Tes-Tape.’ 


Now available at pharmacies everywhere. 











Geriatrics 











Editor: WALTER C. ALVAREZ, M.D. 
CONSULTING EDITORS 


EDWARD J. STIEGLITZ, M.D., Washington, D.C., Internal Medicine 
MAURICE B. VISSCHER, M.D., Minneapolis, Minnesota, Physiology 


ASSOCIATE EDITORS 


KARL M. BOWMAN, M.D., San Francisco, Psychiatry 
CHARLES S. CAMERON, M.D., New York City, Cancer Research 
RUSSELL L. CE:CIL, M.D., New York City, /nternal Medicine 

M. EDWARD DAVIS, M.D., Chicago, Obstetrics and Gynecology 
WILMA DONAHUE, PH.D., Ann Arbor, Psycholog 

ROBERT ELMAN, M.D., St. Louis, Surgery 

REUBEN F. ERICKSON, M.D., Minneapolis, General Practice 


JOHN W. GOFMAN, MLD., Berkeley, Internal Medicine 

ROBERT B. GREENBLATT, M.D., Augusta, Ga., Endocrinology 
PHILIP HANDLER, PH.D., Durham, N.C., Biochemistry and Nutrition 
GEORGE R. HERRMANN, M.D., Galveston, /nmternal Medicine 
CHARLES HUGGINS, M.D., Chicago, Urologic Surgery 

WINGATE M. JOHNSON, M.D., Winston-Salem, Internal Medicine 
NORMAN JOLLIFFE, M.D., New York City, Preventive Medicine 


ANCEL KEYS, PH.D., Minneapolis, Physiological Hygiene 

A. B. C. KNUDSON, M.D., Washington, D.C., Physical Medicine, Rehabilitation 
CHAUNCEY D. LEAKE, PH.D., Columbus, Ohio, Pharmacology 

MORTON L. LEVIN, M.D., Albany, Public Health 

J. ARTHUR MYERS, M.D., Minneapolis, Diseases of the Chest 

FKDWARD C. REIFENSTEIN, JR., M.D., New York City, Medical Research 
kL. A. ROVENSTINE, M.D., New York City, Anesthesiology 


CLARK TIBBITTS, Washington, D.C., Sociology 

EDWARD L. TUOHY, M.D., Duluth, Minn., Internal Medicine 
HARRY E. UNGERLEIDER, M.D., New York City, Internal Medicine 
WALTER E. VEST, M.D., Huntington, W. Va., /nternal Medicine 
MARJORY WARREN, M_D., Islesworth, England, /nternal Medicine 
S. MARX WHITE, M.D., Minneapolis, /nternal Medicine 

HENRY W. WOLTMAN, M.D., Rochester, Minnesota, Neurology 














for your asthmatics... 


effective. sale 


bronchodilation and sedation 


rapid relief 
unique base melts promptly after 
insertion...does not inactivate 


aminophylline...releases full thera- 
peutic dose for quick bronchorelax- 
ant and calming action 


~~ AMINET 


AMINOPHYLLINE WITH PENTOBARBITAL hg 
ischo! 
DIVISION 


suppositories 


exclusive nonreactive base 


safer control 


avoids gastric upsets of oral amino- 
phylline...cardiovascular effects of 
adrenergics that preclude their pro- 
longed use 


Prescribe in boxes of 12: Full Strength 
Aminet Suppositories — aminophylline 
0.5 Gm. (7% gr.), sodium pentobarbital 
0.1 Gm. (1% gr.), benzocaine 0.06 Gm. 
(1 er.). Also available, Half Strength 
Aminet and Plain Aminophylline 
Suppositories, 








‘Newest in vitamin therapy 


Vitamins as nature intended... 


THE HOMOGENIZED VITAMINS 


For the first time, all the advantages of 
multivitamin drops are available in a 
tablet. By a unique process, the vitamins 
are homogenized, then fused into a 
solid, highly palatable form. 

As a result of this minute subdivision, 
the vitamins are absorbed and utilized 
much. more efficiently than those in 
the usual compressed tablet or elastic 
capsule. 

e Better absorbed and utilized 

e Pleasant, candy-like flavor 

e No regurgitation, no “fishy burp”’ 

e May be chewed, swallowed, 

or dissolved in the mouth 


The $.£. MASSENGILL COMPANY = Three formulas: 


ro Prenatal 
Bristol, Tennessee Pediatric 
New York « Kansas City * San Francisco Therapeutic 


*U.S. Patent 2676136 
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*T.M.—Cortrophin Available in ot 


8A 


q 2 days 


ACTH 


than q 12 h 


By adsorption of ACTH on zinc hydrox- 
ide, Cortrophin-Zinc permits extension of 
ACTH activity for a period of 1 to 3 days. 
This minimizes the therapeutic “ups and 
downs” which may occur during ACTH- 
in-gel therapy and provides smooth corti- 
cotropin action for a truly extended period. 


Cortrophin-Zinc is easier to handle than 
gelatin preparations. An aqueous suspen- 
sion, it flows easily through a 26-gauge 
needle, eliminating preheating, clogging 
syringes, and heavy-gauge needles that add 
to the pain. 

Cortrophin-Zinc is supplied in 5 cc vials 
each cc containing 40 U.S.P. units of cor- 
ticotropin with 2 mg. of zinc. 


CORTROPHIN’ ZINC 


a development of Organon Inc. 
ORANGE, N. J. 


her countries as Cortrophine-Z *Patent Pending 
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Several aspects of “Vascular 
Disease of the Lower Extrem- 
ities,” including the new meth- 
ods of surgical treatment, will 
be discussed in a group of four 
papers in the July issue of 
Geriatrics. 


@ The By-Pass Procedure in 
the Treatment of Arterioscle- 
rotic Occlusion of the Iliac and 
Femoral Arteries is the safest 
and most effective method of 
restoring blood flow to the 
extremity, according to Oscar 
Creech, Jr., E. Stanley Craw- 
ford, Denton A. Cooley, and 
Michael FE. De Bakey, of the 
Department of Surgery, Baylor 
University College of Medi- 
cine, Houston, Texas. The fact 
that occlusion is segmental in 
more than one-half of patients 
with absent femoral and popli- 
teal pulses permits direct sur- 
gical attack on the affected ves- 
sel. Of 73 extremities in which 
the by-pass operation was em- 
ployed, symptoms were re- 
lieved and pedal pulses re- 
stored in 92 per cent. 


@ It is sometimes difficult to 
evaluate properly the success- 
ful newer forms of surgery in 
the Management of Lower 
Extremities with Chronic Ar- 
terial Insufficiency, writes 
William H. Moretz, professor 
of surgery of the Medical Col- 
lege of Georgia. 

Each of the three main 
methods of direct vessel sur- 
gery has specific advantages in 
some situations, but the ulti- 
mate place of each must await 
further work over longer pe- 
riods of time. Unless the distal 
arterial tree is in a reasonably 
good state, sympathectomy, 


through its effect on the col- 
lateral vessels, remains the 
procedure of choice. He be- 
lieves that conservative meas- 
ures in those with early or 
mild disease are worthy of 
emphasis, are most rewarding, 
and are too often neglected. 


@ Eugene L. Lowenberg, 
chief-of the Peripheral Vascu- 
lar Disease Service of the Nor- 
folk General Hospital, Nor- 
folk, Virginia, discusses Dis- 
eases of the Peripheral Veins 
in the Aged. He believes that 
the physician who recom- 
mends a conservative program 
for asymptomatic varicose 
veins in the aged takes a cal- 
culated risk that stasis derma- 
titis, stasis ulceration, acute 
superficial — thrombophlebitis, 
or even leg ulceration will not 
hamper the patient’s remaining 
years. Deep vein phlebitis con- 
stitutes a real hazard when the 
aged patient is hospitalized for 
cardiac disease, for surgery, or 
for treatment of a fracture. 
He discusses treatment of vari- 
cose veins, management of 
phlebothrombosis and iliofem- 
oral thrombophlebitis, as well 
as the indications for antico- 
agulant therapy and for sur- 
gical intervention. 


@ As a result of their own 
experience and from recent 
reports in the literature, Paul 
C. Eiseman, Jr., and Leonard 
F. Bush of the Department of 
Orthopedics, Geisinger Me- 
morial H os pital, Danville, 
Pennsylvania, believe that 
Lumbar Sympathectomy in 
the Arteriosclerotic Lower 
Limb is a valuable form of 
therapy in relieving the dis- 


tress of a diminished periph- 
eral circulation caused by ar- 
teriosclerosis obliterans. Early 
use of this operation will elim- 
inate the necessity of later 
major amputations in many 
patients and do much to im- 
prove the end results of this 


vascular condition. The in- 
judicious choice of patient 
jeopardizes the operation’s 


role in this therapy, and the 
disappointing results prejudice 
others in its further use. 


@ Prevention of Falls in the 
Hemiplegic Patient is a serious 
problem in geriatric rehabili- 
tation, since many such pa- 
tients fall and fracture the hip 
in their involved side, and the 
number suffering injury is 
continuing to increase as more 
and more of the severely dis- 
abled patients are being trained 
to walk. In the June issue, 
Mieczyslaw Peszcezynski, as- 
sistant professor of physical 
medicine and rehabilitation in 
the Department of Medicine, 
Western Reserve University 
School of Medicine, Cleve- 
land, discusses the four prin- 
cipal factors responsible for 


such falls — disturbances __ of 
cerebral circulation, impair- 
ment in righting reflexes, 


changes in motor functions, 
and sensory involvement—and 
in each instance describes the 
most practical preventive 
measure to reduce the conse- 
quent risk of falling during 
ambulation. 


For these and other articles, 
abstracts, reviews, and special 
abstracts, read every copy of 
Geriatrics. 
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has obvious advantages over desiccated thyroid... 


Synthroid sodium 


(pure crystalline Sodium Levothyroxine) TABLETS 


uniform composition’ ” 
constant potency 


greater stability’~ 


freedom from troublesome side effects" ® 


Containing only the active principle of the thyroid gland, 
SYNTHROID Tablets are odorless, tasteless and free from all 
impurities. All batches are absolutely identical so that dose-for-dose 
uniform clinical effect is assured. 


SYNTHROID Tablets are available in three strengths, 0.05, 0.1, and 0.2 mg., scored to permit 
dosage units as small as 0.025 mg. Bottles of 100. 


References: (1) Hart, F. D., and MacLagan, N. F.: Brit. M. J. 1:512 (Mar. 4) 1950. (2) Starr, P., and 
Liebhold-Schueck, R.: J.A.M.A. 155:732 (June 19) 1954. (3) Starr, P.: Postgrad. Med. 17:73, 1955. 


For free sample, write “SYNTHROID” on your Rx and mail to... 
TRAVENOL LABORATORIES, 
Pharmaceutical Products Division + BAXTER LABORATORIES, INC. 


Morton Grove, Illinois 
osose 
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MUSCLE-RELAXING ACTION 





MEPROBAMATE (2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


N PATENT N , 724,720 


For significant relief in myositis, osteoarthritis, backstrain, and 
related conditions marked by: 
@ Muscle spasm e@ Stiffness and tenderness 


© Restriction of motion @ Pain 


As a superior muscle-relaxant, EQUANIL offers 
predictable action and full effectiveness on 
oral administration. It does not disturb auto- 
nomic function and is relatively free_ from 
gastric and other significant side-effects. Its 
anti-anxiety property provides important cor- 
relative value. 
Usual dosage: | tablet t.i.d. The dose may be ad- 
justed either up or down, according 


to the clinical response of the patient. 
Supplied: Tablets, 400 mg., bottles of 50. 


anti-anxiety factor 
with muscle-relaxing action 


. 
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¢ to augment 
the therapeu tic A Multiple Compressed Tablet of ‘CO-DELTRA’ 


Or ‘CO-HYDELTRA’ is specifically designed as a 
“tablet within a tablet’ to provide stability 


advantages and to release in sequence, antacid and anti- 


inflammatory agents... 


1. the outer layer of antacids comes in con- 
. tact with the gastric mucosa first... and 
after it is completely dissolved... . 


2. the hitherto intact inner core containing 
the steroid then begins to release its full 
therapeutic potential and not before. 


‘CO-DELTRA’ and ‘CO-HYDELTRA’ are the trade- 
marks of Merck & Co., Inc. 


routinely co-administered 


All the benefits of prednisone and prednisolone: 
1. less sodium and water retention. 


- marked anti-inflammatory activity at low 
dosage. 


3. prompt response even in patients refractory to 
other steroids. 


> 


positive antacid action to minimize gastric 
distress. 


B. full potency and stability. 


QO 


uniform dependable results. 


D 


greater flexibility of dosage with the addition 
of the new 2.5 mg. strength. 
References: 1. Boland, E. W., J.4.M.A. 160:613, February 25, 1956, 2. Mar- 


golis, H. M., et al. J.4.M.A. 158:454, June 11, 1955. 3. Boller, A. J., et al. 
J.A.M.A. 1§8:459, June 11, 1955. 
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respiratory, 
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ciseases 


| Codeltra 


(Buffered Prednisone) 





ye 





(Buffered Prednisolone) 


increase the flexibility of therapy 


with the “predni- 


All the benefits of prednisone and prednisolone 
plus greater antacid-to-steroid ratio to minimize 
gastric distress during maintenance therapy. 


The new 2.5 mg. tablets of ‘co-pEtrrRa’ and ‘co- 
HYDELTRA’ together with the 5 mg. tablets give the 
physician more latitude for precise adjustment of 
dosage to the individual patient’s needs. Cost for 
either strength tablet is substantially the same as 
for the steroid alone and in addition the multiple 
compressed tablets assure routine co-administra- 
tion of both antacid and steroid components.. 





steroids” 


Supplied: ‘co-pe.tra’ (Prednisone Buffered) and 
‘CO-HYDELTRA’ (Prednisolone Buffered) are avail- 
able as Multiple Compressed Tablets, each tablet 
containing 2.5 mg. or 5 mg. of prednisone or pred- 
nisolone plus 300 mg. of dried aluminum hydroxide 
gel, and 50 mg. of magnesium trisilicate. 





Philadelphia 1, Pa. 
Division oF Merck & Co., Inc, 





| 
| 
| 
| 














penicillin 





Gantricillin is Gantrisin plus penicillin 
in a single tablet. For severe infections, 
Gantricillin-300; for mild infections, 
Gantricillin (100) ; for pediatric infections, 
Gantricillin (acetyl)-200 suspension. 


Gantricillin® Gantrisin® - brand of sulfisoxazole 
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tablet . 








a 


original research in medicine and chemistry 








a new 


mental clarifier for the aged... 


for safe, effective treatment of moderately 


: Senitex 


“DURST” 























S.F.DURST & COMPANY, INC., Phila. 20, Pa. 


disturbed aged patients... 


Today’s increasing life span has increased the number of 
aged patients for every physician so greatly that geriatrics 
has become a part of his everyday practice. This is espe- 
cially true in considering changes in the central nervous 
system, which frequently mean treatment in modern pri- 
vate or public mental hospitals. But a still greater number 
of the aged are subject to only mild memory defects or 
slight confusion resulting in some abnormal behavior. These 
cases may be treated at home... and clinical tests prove 
that SENILEX has shown remarkable results in these states. 


SENILEX is a safe, simple regimen for moderately 
disturbed patients. Used on ambulatory basis 

for rehabilitation of the aged without 
institutionalization. There are no specific contra- 
indications. Prescribe SENILEX for your next case. 


INDICATIONS: Senile Mental Deteri- 
oration, Especially Mild Memory Defects, 
Confusion and Abnormal Behavior. 
ACTION: Produces both objective and 
subjective physical improvements, marked 
behavior improvement, better perform- 
ance on psychological testing, and increase 
in intelligence quotient. Restores normal 
blood lactic acid values and produces more 
normal electroencephalographic tracings. 
DOSAGE: 2 tablets 3 times daily. Lower 
dosages for maintenance after maximum 
effect is reached. 

SUPPLIED: Furnished in bottles of 96 
tablets. 

FORMULA: 

Pentylenetetrazol ...... 

IIOOIN 8 seis. & ja ee ee 


Send for literature 
and samples 


More than 25 years 
of service to the 
Medical Profession. 


Many 
Ma CIENETETRAZOR 4 
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nous improved, Lormuular 
OTINIC; CAPSULES 


In the treatment of all common anemias. 


NOW 


more Ferrous Sulfate 


more Folic Acid 


more Vitamin C 


ALSO ADDED: |, U.S 
factor concentrate 


_P. Unit of Vitamin B::2 with intrinsic 


THIS IMPROVED FORMULA CONFORMS TO THE 
MOST MODERN CONCEPT IN HEMATINIC THERAPY 


**‘Bemotinic’’ Capsules 
Each capsule contains: 
Ferrous sulfate exsic. (4% gr.) 
Vitamin Biz with intrinsic 
factor concentrate U.S.P. .. % U.S.P. Unit 
Vitamin C (ascorbic acid) 
EAC CN MOLI s. vesicicha ewe pause teas 1 mg. 


Thiamine mononitrate (Bi) 


e Ayerst Laboratories *»* New York, N. Y. * Montreal, Canada 
5662 


Supplied 

No. 340—Bottles of 100 and 1,000. 

Also available: ‘‘Bemotinic’’ Liquid No. 940- 
Bottles of 16 fluidounces and 1 gallon. 


. Dosages — Capsules 


In microcytic hypochromic anemia: 1 or 2 
capsules daily (preferably before or after 
meals), or as directed. 

In macrocytic hyperchromic anemias: highet 
dosage levels necessary particularly in initial 
Stages of therapy. 
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sPlacidyl 


or 2 (ETHCHLORVYNOL, ABBOTT) 


after 





igher | 
nitial 


nudges your patient to sleep 


This gentle new hypnotic induces sleep instead of imposing it. 


For the many insomnia cases where you may feel barbitu- 


rates are not desired. 500 mg. capsules, bottles of 100. 
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ONLY YOU 
CAN GIVE HER RELIEF 


--- WITH 


Chances are she has never heard 
of SELSUN— because it’s an ethical 
prescription product advertised 
only to the medical profession. 
Yet SELSUN is the most effective 
treatment for seborrheic dermatitis 
and dandruff available today. 
When you have occasion to call 
this condition to patients’ 
attention, and prescribe SELSUN, 
you’re assured of quick, lasting 
control—in 81-87% of seborrheic 
dermatitis cases, 92-95% of 
dandruff cases. Once controlled, 
SELSUN keeps the scalp healthy 
up to four weeks between 
applications. 


Simple and pleasant to use as a 
shampoo, SELSUN is available in 


4-fluidounce bottles Abbott 
with directions. 


Selenium Sulfide, Abbott 








Raise peed Pain Threshold 
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Three Strengths — 

PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate ¥% gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 42 gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 8 gr. (194 mg.) 
Phenobarbital % gr. (16.2 mg.) 
Hyoscyamine sulfate... . . (0.081 mg.) 


PHENAPHEN wits CODEINE 


Robins | 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 








“This hat makes me look 


almost as young as I feel !”’ 


Good health during life’s later years is a constant delight to those 
who have it. To help these spirited people sustain their activities, 
many doctors prescribe regular dietary supplementation with 


GEVRAL. This special geriatric formula provides 


14 vitamins, 


11 minerals, and Purified Intrinsic Factor Concentrate—all in one 
convenient, dry-filled capsule. 


Each GEVRAL Capsule contains: 


Lk eae 5000 U.S.P. Units 
Vitamin D 500 U.S.P. Units 
Vitamin Bio. . Fa 1 mcgm. 
Thiamine Mononitrate (Bi) 

Riboflavin (Be) 

Niacinamide 


Pyridoxine HCI (Be). 
Ca Pantothenate 
Choline ees Citrate 100 mg. 
Inositol. . Sohn 50 mg. 
Ascorbic Acid ©)... 50 mg. 
Vitamin E 

(as tocopheryl acetates) 10 1.U. 


Purified Intrinsic 

Factor Concentrate 
Iron (as FeSO.) 
lodine (as Kl) 
Calcium (as CaHPO,) ns 
Phosphorus (as CaHPO,) 
Boron (as Na2B,07.10H20).. 
Copper (as CuO) 
Fluorine (as CaFs)..... 
Manganese (as MnO») 
Magnesium (as MgO) 
Potassium (as KeS0,) 
Zinc (as ZnO) 


145 mg. 
110 mg. 
0.1 mg. 
1 mg. 
0.1 mg. 
1 mg. 
1 mg. 
5 mg. 
0.5 mg. 


Other Lederle geriatric products include: GEVRABON* Vitamin- 
Mineral Supplement Liquid with a wine flavor; GEVRAL* Protein 
Vitamin-Mineral-Protein Supplement Powder; and GEVRINE* 
Vitamin-Mineral-Hormone Capsules. 


filled sealed capsules 
a Lederle exclusive, for 
more rapid and com- 
plete absorption! 


LEDERLE LABORATORIES DIVISION amearcav Ganamid conravy PEARL RIVER, NEW YORK 


u PAT. OFF. 








A RESEARCH MILESTONE 





Nilevar* 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 





Specifically for Protein Anabolism— 





It has long been recognized that a substance 
which would promote protein anabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 

THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 


over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 








OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED—Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, pol‘omyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 


" pOSAGE—The daily adult dose is three to five 


Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered. For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

supPLY — Nilevar is available in uncoated, un- 
scored tablets of 10 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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WITH BONAMINE 


BRAND OF MECLIZINE HYDROCHLORIDE 


longest-acting motion-sickness remedy’ effective in low 
dosage... controls motion sensitivity symptoms in minutes... one dose usually 
prevents motion sickness for 24 hours. 

in recommended dosage Bonamine is notably free from 
side reactions... supplied as: BONAMINE TABLETS, scored, tasteless, 
25 mg... . BONAMINE CHEWING TABLETS, pleasantly mint flavored, 25 mg. 


*Trademark 1. Report of Study by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755 (March 3) 1956. 


a a 
aN 
(Pfizer) PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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A plastic case; little larger 
than a package of ciga- 
rettes, contains Medihal- 
er Oral Adapter and 
medication* (in shat- 
terproof, spillproof 

vial). 






































Insert valve of medi- 
cation vial snugly into 
Adapter. 


Package is conven- 
ientlycarriedin pocket 
or purse. Inconspicu- 
ous, notably safe, de- 
pendable. 





Hold as shown, close 
lips around Adapter, 
and inhale while 
pressing vial down 
against Adapter. 















SB Simple to administer to 
- 2 children. Uniform dose, 
L<@ 4 \ no spilling, no glass to 
a) > ~ Gy break 
4A 
re \ Ba) aK Ms One or two applications LOS ANGELES 
te a ly abort most attacks. 
> a he ° Rarely is more required. 
Say ONs 











RIKER FIRST 


N CW... and a Major Advance in Treatment of 
ASTHMA 


MEDIHALER 





Fully effective nebulization with 


your favorite bronchodilator* 


UNIFORM DOSAGE 
SELF POWERED 


ECONOMICAL 


a) Unbreakable Adapter 
b) No Medication Loss from 
Spillage or Oxidation 


UNIFORM PARTICLE SIZE 


80% between 2 and 4 
microns radius 


* MEDIHALER-EPI™ 


0.5% solution of 
epinephrine HC1 U.S.P. 


* MEDIHALER-ISO™ 


0.25% solution of 
isoproterenol HC1 U.S.P. 


follow this simple form of Rx 
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peach-colored, newest 
liquid form of the 


established broad- 


TERRAMYCIN®t 


125 mg. per 5 ce. 





| 
i 
| 
| 
| spectrum antibiotic... 


Ho teaspoonful; 


specially homogenized 


for rapid absorption; 
i 4 bottles of 2 fl. oz. 
and 1 pint, packaged 


ia 
fri 4 ready to use. 


Peaches provide the 


dehichtful new taste in 


BRAND OF OXYTETRACYCLINE HOMOGENIZED MIXTURE 


Fe oe 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. (Pfizer) 


*Trademark tBrand oxytetracycl 
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WHAT IS THE DIFFERENCE 
BETWEEN A TRANQUILIZER 
AND A SEDATIVE ? 













Comparison of the effect of Raudixin (tranquilizer) and a 
barbiturate (sedative) on the cortical electroencephalogram 


I an fog AI, NIT tal fen ti 





No drug. 
After Raudixin. E.E.G. not altered. : 
After barbiturate. Typical “spindling” effect. tr 
LU 
. 5 ac 
Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 
Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. : 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 





oO 
DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 se 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. r 
SUPPLY: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 
| Gi 
SQUIBB Weey Squibb Quality—the Priceless Ingredient +RAUDIKIN'® 15 A SQUIBB TRADEMARK 7 
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RADEMARK 





Broadens the scope for this established 
therapeutic modality. 


The flavor and aroma of HESPER-C 
LIQUID will make it entirely 
acceptable to the most finicky patient. 





Particularly in the geriatric patient, support 
for the nutrient supplying vascular 

termini is important. Restoration and 
maintenance of normal capillary per- 
meability will help prevent hemorrhage 
and loss of essential tissue nutrients 

and metabolites.** 


















Dosage: No less than 6 teaspoonfuls daily. 





Supplied: is 








HESPER-C LIQUID makes the 
difference in treatment of: cerebro- 
and cardiovascular disease, hypertension, 
diabetes and diabetic retinopathy, arthritis, 
purpuras, asthma, epistaxis, fractures. 


hastens post- 
Operative recovery and is an important 
adjunct in preventive geriatrics. 


PRODUCTS OF ORIGINAL RESEARCH 


THE NATIONAL DRUG COMPANY 


supplied in bottles of 4 oz. and 12 oz. 


HESPER-C is available in capsule form. 
In bottles of 100 and 1000. 






References: 1. Drezner, H. L., et al.: Am. Pract. & Dig. 
of Treatment 6:912, 1955. 2. Martin, G. J. (Editor): 
Hesperidin and Ascorbic Acid. Naturally Occurring 
Synergists. Basel, Switzerland. Messrs. S. Karger, 1954. 
3. Gale, E. T. and Thewlis, M. W.: Geriatrics 8:80, 1953. 


NATIONAL 





PHILADELPHIA 44, PA. 
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IN DIABETE S... 


greater securi 
ZS thas 
ascular complicatie 


Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 


against lipotropic deficiency fades. 






TRADE MARK 
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(Sherman Lipotropic Capsule) 


One capsule t.i.d. 





Gericaps contain the true lipo- 
tropics, choline and inositol, 
which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 
dihydrogen citrate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 








prove capillary integrity, as 
well as 3000 units vitamin A, 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 
cium pantothenate. 


eview: 
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Each fluidounce contains: 

Neomycin sulfate . 300 mg. (474 grs.) 

jequivalent to 210 mg. (3% grs.) neo- 
mycin base | 

Kaolin... . . 5.832 Gm. (90 grs.) 

Pectin ..... 0.130 Gm. ( 2 grs.) 

Suspended with methylcellulose 1.25% 


Supplied: 


6-fluidounce and pint bottles 


The Upjohn Company, Kalamazoo, Michigan 




















Bacterial 
diarrheas... 
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Trademark, Reg. U.S. Pat. Off. 


with 
Neomycin 
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Desbutal 


(DESOXYN’ plus NEMBUTAL) 








To counterat 








xtremes of mood 


Desbutal dispels your patient’s depression, 
anxiety. One capsule represents 5 mg. DESOXYN 
Hydrochloride (Methamphetamine Hydrochloride, 
Abbott), and 30 mg. NEMBUTAL Sodium (Pentobarbital 
Sodium, Abbott). Bot- 


tles of 100 and 1000. (bbott 











Helps fill nutritional needs 


of a cross section 


of your patients 


PEDIATRIC 


and to help fill the 
nutritional gap between 
sickness and health 

in major illness, 

injury, or surgery: 


first with lysine 
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e ADOLESCENT + GERIATRIC 


(Critically essential t-lysine with important B vitamins) 


Efficient tissue synthesis requires 
e all the essential amino acids 
e simultaneously 


e in the correct proportions,' e.g., as in animal proteins. 


Synthesis lags when lysine is low 


An average of 20 to 40 per cent of dietary protein consists of 
cereal or wheat protein which is likely to be 50 per cent lysine 
deficient. Numerous authorities report that, “By adding a small 
quantity of lysine, the over-all amino acid balance is corrected 
and tissue building value approximately doubled.” 


Daily dose of 3 teaspoonfuls, one with each meal, provides: 





L-Lysine Monohydrochloride 790 mg.* 

Vitamin B,» ve 25 mcg. 

Thiamine Hydrochloride .. 10 mg. 

Riboflavin 10 mg. 

Pyridoxine Hydrochloride 2 mg. 
Niacinamide 100 mg. 

Panthenol 20 mg. 

(a more stable form of Pantothenate) 

Alcohol 5% 

*Equivalent to 600 mg. L-lysine 

Supplied in bottles of 8 fl. oz. 








REFERENCES 
1. Cannon, P. R.: J.A.M.A. 
135:1043, 1947. 
2. Flodin, N. W.: American 
Miller & Processor 8/:30, 
ae 





WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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For 
improving GI tone 





MAJOR ADVANTAGES: Acts directly on smooth muscle, not 


reChoOlime’ ensue 


(BETHANECHOL CHLORIDE, U.S.P., MERCK) 


Prophylactic use of URECHOLINE minimizes postoperative ab- 
dominal distension and constipation due to atonic gastrointestinal 
musculature. Used therapeutically, improved gastrointestinal 
tone and increased peristalsis with expulsion of flatus follow oral 
administration, often within 30 minutes. In the lower bowel, 
URECHOLINE acts by stimulating the colon and sphincter, 
causing contraction of the smooth muscles of the colon and 
relaxation of the anal sphincter. 

OTHER INDICATIONS: Postoperative and postpartum urinary reten- 
tion, hexamethonium-induced side effects, megacolon. 

SUPPLIED: 5 mg. and 10 mg. tablets, bottles of 100; 1-cc. ampuls, 
each containing 5 mg. of URECHOLINE Chloride. 





Philadelphia 1, Pa. 


Division oF Merck & Co., INc. 


31A 























establishing 
desired 
eating 

patterns 


In the development of good eating habits, medication is 
important, not only in initiating control, but also in 
maintaining normal weight.!:2.3 


Obedrin contains: 


e Methamphetamine for its anorexigenic and mood- 
lifting effects. 


Pentobarbital as a balancing agent, to guard against 
excitation. 


Vitamins B, and B, plus niacin to supplement the diet. 


Ascorbic acid to aid in the mobilization of tissue 
fluids. 


Since Obedrin contains no artificial bulk, the hazards 
of impaction are avoided. The 60-10-70 Basic Plan 
provides for a balanced food intake, with sufficient 
protein and roughage. 


Write for 
60-10-70 Menu pads, weight charts, 
and samples of Obedrin. 





and the 60-10-70 Basic Plan 


Formula 


Semoxydrine HCl (Metham- 
phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCl 
0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.) 
1954). 
2.Sebrell,W.H.,Jr.:J.A.M.A., 
152:42 (May, 1953). 

3. Sherman, R.J.: Medical 
Times, 82:107 (Feb., 1954). 


BRISTOL, TENNESSEE 
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new 


Azo Gantrisin 


Especially for Urinary Tract Infections 


Azo Gantrisin provides -- in a single 
tablet -- the wide antibacterial 

spectrum of Gantrisin plus the local pain- 
relieving action of a widely accepted 
urinary tract analgesic. 


Advantages of Azo Gantrisin: Effective 
antibacterial concentrations in blood 
as well as urine; prompt relief of 
local discomfort; rapid appearance of 
orange-red dye in urine also has 
favorable psychologic effect. 


Each tablet contains O.5 Gm 
Gantrisin 'Roche' plus 50 mg 
phenylazo-diamino-pyridine HCl. 


Hoffmann - La Roche Inc 
Nutley . N.J. 


Gantrisin® - brand of sulfisoxazole 



















Sor palicils wiotake 
zir troubles to ted — 


Noludar 'Roche' brings 
welcome rest. Nota 
barbiturate, not habit 
forming, 200 mg induces 

a sound night's sleep 
without hangover, or 50 mg 
t.i.d. provides daytime 
sedation without somnolence. 
Noludar tablets, 50 and 

200 mg; elixir, 50 mg 

per teaspoon. 

Hoffmann = La Roche Inc. 


Nutley 10, New Jersey 





Noludar® 
brand of methyprylon 















HEDULIN 


(Phenindione Walker) 





it is our feeling that, at present, this [phenin- 
dione] is the oral anticoagulant of choice.” 
Breneman, G. M., and Priest, E. McC.: Am. Heart J. 50:129-35, 1955. 


. phenindione seems to be a more satisfactory 


anticoagulant at this time.” 
Wood, J. E., Jr.; Beckwith, J. R., and Camp, J. L.: J.A.M.A. 159:635, 1955. 


: ED U L N permits dependable 


(Not a Coumarin Drug) 





DOSAGE 4 to 10 tablets (200 to 500 
mg.) initially, half in the morn- 
ing, and half at night; mainte- 
nance dosage (on basis of 
prothrombin determination daily 
for first 3 days), 50 to 100 mg. 
daily, divided as above. 


AVAILABLE on prescription through 
all pharmacies in original bot- 
tles of 100 and 1,000 scored 
tablets (50 mg. each). 














prothrombin control with little 
risk of dangerous fluctuation 


HEDULIN is not cumulative in effect — provides greater uni- 
formity of action and ease of maintenance. 


HEDULIN is rapidly excreted — therapeutic effect dissipated 
within 24-48 hours, if withdrawal becomes necessary. 


HEDULIN acts promptly— producing therapeutic prothrom- 
bin levels in 18-24 hours. 


HEDULIN requires fewer prothrombin determinations—only 
one every 7-14 days after maintenance dose is established. 


HEDULIN’s anticoagulant action is rapidly reversed by 
vitamin K, emulsion. 


Also available in 20 mg. tablets for prophylaxis. 


WRITE FOR LITERATURE AND TRIAL SUPPLIES 


[ober LABORATORIES, INC. 


MOUNT VERNON, NEW YORK, U.S.A. 
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PHOSPHO-SODA 


(Fteet) 


roT-Jeli(-Mem eo} felanls) Ce lalelaclere la) 


ww IWNUANOS 


r-© salelo(-yuamr- > ¢- libs 
Re} i cejale) (ot— nm 
as evidenced by 


recent and continuing clinical evaluation. 


A proven laxative «. 
as evidenced by professional recommendation 
for over half 


PN EY.) a= of 


FLEET‘' ENEMA 
Disposable Unit 


 RePIWOS 40 TNNnOr NVITIWY IHL 


Phos pho" a Fleet) is a solution containing in each 160 ee, 
~ sodium ate 48 gm., and sodium phosphate 18 gm, 




















When healing is at a standstill in decubitus 
or varicose ulcers, CHLORESIUM Ointment 
and Solution encourage the normal repair 
process. Poor local blood supply, common in 
peripheral vascular disease, is often at fault 
—as well as vitamin and protein deficiencies 
or other factors present in older or bedrid- 
den patients. 


CHLORESIUM, containing water-soluble 
chlorophyll derivatives, helps overcome 
these retarding factors. Clinical reports of its 
administration have been widely published. 


For example, one investigator reporting on 
treatment of decubitus ulcers with CHLo- 
RESIUM noted that “...early appearance of 
healthy granulations and progressive epithe- 
sization of these decubiti were marked in 


every instance.”! 
L) 
Pista) company 


Gentlemen: 


name. 


Please forward a generous supply of CHLoresi1uM OINTMENT for use on resistant, foul-smelling lestons. 


when healing fails 


in older patients... 


overcome retarding 


factors with 


oresiuny 


brand of water-soluble chlorophyll derivatives 


In chronic leg ulcers, another clinician ob- 
served “...many patients who had ulcers 
unhealed from one to eight years obtained 
complete healing in six to ten weeks (after 
treatment with CHLORESIUM).”? 


When malodors accompany such conditions, 
the deodorizing action of CHLORESIUM 
Ointment and Solution is reported as “...a 
dramatic reality, attested to by patient, 
nurse, physician and visitors alike....” 


To see what CHLORESIUM can do for your 
older patients, mail the coupon below. 


(1) Carpenter, E. B.: Clinical Experiences with Chlorophyll 
Preparations, with Particular Reference to Chronic Osteo- 
myelitis and Chronic Ulcers, Am. J. Surg. 77:167, 1949, 
(2) Boehme, E. J.: The Treatment of Chronic Leg Ulcers with 
Special Reference to Ointment Containing Water-Soluble 
Chlorophyll, Lahey Clin. Bull. 4:242, 1946. (3) Smith, L. W.: 
The Present Status of Topical Chlorophyll Therapy, New York 
J. Med. 5522041 (July 15) 1955. 


Cxioresium O1nTMENT: l-ounce and 4-ounce tubes. 
Cuoresium Soution (Plain): 2-ounce and 8-ounce bottles, 


Mount Vernon, New York 





address 





city 


zone. state 








“The really old people are those 10 
years older than myself.” 


“In the lay mind, anyone past 60 is 
ready for the discard ...”* 

“. . . there are only three principal 
phases in the span of life: infancy, 
adolescence and senescence.’”* 

“One finds alert, interesting, active 
folks in the 80’s and, on the other 
hand, there are people in the 20’s and 
30’s who have all the characteristics 
of old age.”4 
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PHE REAL QUESTION 

‘To the physician on the firing line of 
daily practice, the question of “how old 
is old?” seems academic. ‘Io him, a more 
valid question is “How can I allay the 
effects of the aging process?” 


fy 


FIVE PROBLEMS IN AGING 
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The answer, according to most author- 
ities, is manifold, for five treatable 
problems seem to predominate. One, ob- 
viously, is gonadal hormone decline. An- 
other is mild anemia. A third is the 
decreased production of gastric and 
digestive enzymes. Mineral-vitamin de- 
ficiency is the fourth. And the fifth — 
perhaps most important — is inadequate 
high-quality protein intake. 
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HOW OLD Is oLp ? 








THERAPY FOR AGING 


Judging from this confused clinical pic- 
ture of aging, therapy for the problem 
would appear difficult. However, most 
physicians agree that a product which 
could correct most or all of these five 
commonest problems would remove past 
obstacles to satisfactory response. Such a 
product would, essentially, be true “pre- 
ventive geriatrics.” 


NEOBON’S COMPREHENSIVE FORMULA 
NEOBON®, a product of Roerig research, 
is a blended combination of the five 
most commonly indicated factors for pre- 
vention or treatment of the nonacute 
conditions of aging. Each soft, soluble 
capsule provides: 

Non-stimulatory gonadal 

hormone replacement 


balanced hematinic component 
digestant enzyme replacement 


specially formulated mineral- 
vitamin combination 


new lysine, for protein 
improvement* 









as 
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* Protein deficiency among the aging 
apparently stems from their excessive 
intake of white-flour foods which furnish 
incomplete protein of low biologic 
value. White bread protein, for exam- 
ple, has been shown by nutrition studies 
in animals® to be deficient only in the 
amino acid, lysine. In human subjects 
metabolic determinations indicate that 
the addition of supplemental lysine to a 
basal white-flour protein diet can con- 
vert a negative nitrogen balance into a 
positive one.® 

A WORD ABOUT 
SYMPTOMATOLOGY 

In spite of jokes to the 
contrary, the patient who 
states in the professional office that “old 
age is creeping up” is a rare bird indeed. 





Seldom is old age the presenting com- 
plaint. Thus the physician, after cor- 
recting the specific complaints, must 
re-evaluate the whole person to judge his 
candidacy for “‘preventive geriatrics.” 











Such people have much to gain from 
NEOBON therapy. The rewards are fuller, 
more active, more pleasurable years for 
patients past 40. The daily dose (3 cap- 
sules) of NEOBON provides: 


L-lysine .  % = 8 we , © =, pee 
Methyltestosterone. oo he Meee oo ome 
Ethinyl Estradiol . a See 0.018 mg. 
Pancreatic Substance*#*. . 6 © we et + s Se 
Glutamic Acid ‘oes ee a = 


utin 
Vitamin A (Palmitate) : “ 
Vitamin D (Irradiated Ergosterol) 
Vitamin E (as Tocopheryl Acetate) . 


“6, 000 U-S. p ini 
600 U.S.P. Units 
. a> ee 


Calcium Pantothenate . -<¢ we 15 mg. 
Thiamine Mononitrate (Vitamin By) . * 1.5 mg. 
Riboflavin (Vitamin Ba) ee 1.5 mg. 
Pyridoxine Hydrochloride ‘(Vitamin Be) se 1.5 mg. 
Niacinamide . al ee 150 mg 
Ascorbic Acid (Vitamin c) . «ee 150 mg 
Vitamin By2 (Oral Concentrate) . e © Bu8 3 mcg 
Folic Acid . a ee oes ee eS 0.3 mg 
Liver-Stomach Substance** . | 2 ls. 300 mg 
Iron (from Ferrous Gluconate) . . . « « « 10.2 mg. 
Cobalt (from Cobaltous Sulfate) eee 0.1 mg 
Molybdenum (from Sodium Molybdate) rae 2 mg 
Copper (from Cupric Sulfate) me 1 mg. 
Manganese (from Manganous Sulfate)” _ ee 1 mg. 
Magnesium (from Magnesium — aire tee 6 mg 
lodine (from Potassium lodide) j 0.15 mg. 
Potassium (from Potassium Sulfate) 5 mg. 
Zinc (from Zinc Sulfate) . 1.2m 


‘ g. 
**Enzymatically active defatted material obtained from 
1,500 mg. whole fresh liver and stomach. 
+E nzymatically active defatted material obtained from 
750 mg. of whole fresh pancreas. 
Dosage: 3 capsules daily, with meals. 


Supplied: Bottles of 60 capsules, prescription only. 
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WEw NWEOCBON LIQULD 


A GERIATRIC TONIC 


Now also available for your considera- 
tion is NEOBON LIQUID, which provides 
hematinic action, improved carbohy- 
drate and protein utilization, gonadal 
and thyroid hormone supplementation 
and a mild antidepressant action. 

The pleasant tasting liquid is espe- 
cially indicated when a combined attack 
against nutritional, physiological and 
mental depression is indicated. Each tea- 
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spoonful (5 cc.) of pleasant-tasting 
NEOBON LIQUID contains: 


Ferrous Gluconate . . . . . « « 30 mg. 
Ascorbic Acid. . 50 mg. 
d- Amphetamine Sulfate 0.5 mg. 
Folic Acid y 167 mcg. 
Vitamin By2 2.5 mcg 
|-Thyroxine oe § oe e e« « O.l mg 
Ethinyl Estradiol . ‘ee a. 1 mcg 
Methylitestosterone . . . 2. « «© © «© w@ « lm 

Liver Fraction | “ae ra  < * 25 mg 
Ethyl Alcohol. . . 0.5 cc 


Dosage: One teaspoonful twice — balers meals, or as 
required. 
Supplied: in 16 fluid ounce bottles, prescription only. 
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Coffee Provides 
Excellent Vehicle 
for Constipation 














Corrective 
Dear Doctor: 


Many elderly patients have found that Borcherdt's Malt Soup 
Extract stirred into coffee provides an effective constipation 


corrective and, at the same time, sufficient sweetening for 
their coffee. 


The usual dose of Malt Soup Extract is 2 tablespoonfuls in the 
morning and 2 tablespoonfuls at bedtime. It may be taken in 
coffee at breakfast and at dinner, or in milk at bedtime. 


Stanley Olson | 
BORCHERDT MALT EXTRACT CO. 
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A New Dietary Management for 


 CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.’ Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 


*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 


neutralized with potassium carb- ‘ ‘ 
cee BM ies a EE one bball DOSE: 2 tablespoonfuls b.i.d. until stools are soft 


(may take several days), then 1 or 2 Tbs. at bedtime. 
1. Cass, L. J. and Frederik, W. S.: Malt 


Soup Extract as a Bowel Content 


oleae atheaicCedmean setter BORCHERDT MALT EXTRACT CO. 
Journal-Lancet, 73:414 (Oct.) 1953, Sample 217 N. Wolcott Ave. © Chicago 12, Ill, 
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KOAGAMIN’ 


parenteral hemostat 


surgical cases, a single injection of KOAGAMIN 
was found “...to reduce blood loss and to fa- 
cilitate surgical procedures...often obviate[s] 
the use of transfusion....”* 


in emergency — Acting directly on the clotting 
mechanism, KOAGAMIN arrests any capillary 
or venous bleeding in minutes— not hours, un- 
like vitamin K. 


in inaccessible bleeding By controlling 
hemorrhage of systemic origin, KOAGAMIN 
saves time and blood without the hazard of 
thrombosis or toxic reaction — no untoward 
effect ever reported. 


* Joseph, M.: Am. J. Surg. 87:905, 1954. 
KOAGAMIN, an aqueous solution of oxalic and malonic 


acids for parenteral use, is supplied in 10-cc. diaphragm- 
stoppered vials. 


Lean) CHATHAM PHARMACEUTICALS, INC » NEWARK 2, NEW JERSEY 


Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 


AN 
in surgery — Given prophylactically in 567 » 
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your patient should not be 


endangered by fluid accumulation 


during “rest periods’ 


YOUR PATIENT NEEDS AN 
ORGANOMERCURIAL 


When a diuretic must evoke acidosis to be effective, continued 
administration without dosage limitation results in refractoriness. 
Other diuretics may require interrupted dosage to avoid gastro- 
intestinal irritation. 

But the sustained diuresis achieved by the organomercurials never 


necessitates routine “rest periods” because of their mode of action. 


netNEOHYDRIN 


BRAND OF CHLORMERODRIN 18.3 MG OF 3-CHLOROMERCUR!-2-METHOXY-PROPYLUREA 


EQUIVALENT TO 10 MG OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure MERCUHYDRIN® SODIUM 
BRAND OF MERALLURIDE INJECTION 


01286 


LAKESIDE 
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Complete rectal prolapse or procidentia 


Diagnosis and treatment 


HARRY E. BACON, M.D., EDMUNDO ARIAS, M.D., Sc.D., 
PAUL T. CARROLL, M.D., LIN MIN OU-YANG, M.D., and 


BRUCE A. CATES, M.D. 


PHILADELPHIA, PENNSYLVANIA 


® Prolapse denotes the abnormal descent 
of an organ. In the anorectum, the de- 
scent involves the mucous membrane of 
the rectum. Procidentia is an extension of 
prolapse, signifying abnormal descent of 
all coats of the rectum from their normal 
position, sometimes constituting complete 
inversion of the organ. 

Prolapse and procidentia have long 
been recognized. It may be recalled that 
Hippocrates discussed measures intended 
to be therapeutic for their correction. 
Levret was one of the first to give an 
anatomic description in his eighteenth- 
century work, Treatise on Polypi. In 
1843 the pathologist, Cruveilhier, intro- 
duced the classification of partial pro- 
lapse, complete prolapse, invagination, 


HARRY E. BACON, PAUL T. CARROLL, LIN MIN OU- 
YANG, ad BRUCE A. CATES are all at Temple Uni- 
versity Medical School and Hospital; Dr. Bacon 
is professor and head of the department of 
proctology and Dr. Carroll, Dr. Ou-Yang, and 
Dr. Cates are residents in proctology. EDMUNDO 
ARIAS, former resident in proctology at Temple 
University, is now practicing in Havana, Cuba. 


Complete prolapse or procidentia of 
the rectum denotes the abnormal de- 
scent of all coats of the rectum. From 
our experience with 69 patients, we 
believe that the best surgical proced- 
ure incorporates abdominal mobiliza- 
tion of the distal descending colon, 
the entire sigmoid and rectum, recto- 
sigmoidectomy with open end-to-end 
anastomosis, plication of lateral lig- 
aments, and fixation of mesorectum to 
sacral fascia, with uterine suspension 
in the female. Operative technic 
must always be adapted to the patient. 


and intussusception of the bowel, escap- 
ing at the anus. In 1882 Kelsey distin- 
guished between simple prolapse of the 
rectal mucosa and the type of prolapse 
involving all elements of the bowel wall. 
Among those who have contributed 
over the years to our knowledge of this 
entity should be mentioned the names of 
Cooper, Edwards, Tuttle, and Martin. 
It is generally reported that rectal pro- 
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lapse is a pathologic entity that is found 
most frequently in children up to ten 
vears of age. But in our series of 69 cases, 
95 per cent were in adults and only 5 per 
cent in children. Of the 95 per cent, 50 per 
cent fall between the ages of 50 and 70 
vears, while the other 45 per cent are in 
the age group of 20 to 49 vears. The in- 
cidence in women is considerably higher 
then in men, either because of anatomic 
relationships or predisposition. There 
were only 3 cases from the Negro race. 

The theories relating to the cause of 
prolapse and procidentia are legion. The 
factors involved may be of a predisposing 
or exciting character. In children, certain 
anatomic conditions present at that age 
have been indicated, such as a more ver- 
tical rectum and absence of supporting 
adipose tissue in the pelvic and ischio- 
rectal spaces. The immaturity or incom- 
plete development of the supports hold- 
ing the rectal ampulla in place has been 
considered, as well as a poor congenital 
development of these supports. Basically, 
the etiologic factors in procidentia in- 
volve defective fascial, muscular, or peri- 
toneal supports, and, in prolapse, the un- 
derlying muscular supports. As a conse- 
quence, any condition that puts a strain 
on the defective muscular supports and 
intestinal mucosa may be considered pre- 
disposing. Among exciting causes are 
those conditions that increase intra-ab- 
dominal pressure, including mechanical, 
traumatic, and inflammatory factors. 
Straining at stool is such a factor. Hemor- 
rhoids, polyps, or tumors within the in- 
testine have a tendency to drag down the 
bowel lining. Among other conditions 
that increase intra-abdominal pressure are 
vomiting, coughing, violent crying, and 
very tight girdles, all of which promote 
descent. 


Diagnosis 
A characteristic of this condition is that 
symptoms are insidious in onset and be- 
come increasingly obvious, causing more 
and more discomfort to the patient. 
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Typically, they occur in the following 
order: (1) prolapse through the anal 
aperture when straining at stool, at first 
easily replaceable, but eventually not 
amenable to manual replacement, and oc- 
curring when in the erect position; (2) 
secretion of mucus and its discharge, pro- 
ducing great discomfort, constituting a 
nuisance, and requiring frequent changes 
of packing; (3) bleeding that may be fre- 
quent and alarming as it sometimes causes 
great loss of blood; (4) pain, manifested 
as a bearing-down sensation, unrelieved 
by the use of laxatives, and an extension 
of this pain as a dragging sensation in the 
lumbosacral region with dull aching pain 
radiating down the legs, associated with 
flatulence and frequent micturition; (5) 
constipation, which is the rule, changes 
to diarrhea with blood and pus in the dis- 
charges as the parts become inflamed and 
ulcerated; and (6) strangulation, associat- 
ed with great pain. 

Usually, the diagnosis is made by in- 
spection. In prolapse, inspection reveals 
longitudinal furrows in the mucosa ra- 
diating from the anal canal and the in- 
testine, protruding in a spherical form for 
a distance of not more than 2 inches. It is 
firm when pressed gently between thumb 
and index finger. A double layer of mu- 
cosa is present, and, on insertion of the 
examining finger along the outer surface 
of the prolapse, a sulcus is felt between 
the prolapse and the intact rectal wall. 

In procidentia, the protrusion is oval in 
form and of greater length and diameter 
than in prolapse. Circular folds are 
formed irregularly on the mass. Insertion 
of the finger between the procidentia and 
the intact wall cannot be effected as in 
prolapse. On palpation, the procidentia 
feels thick and firm. 

Hemorrhoids, polyps, hypertrophied 
papillae, and malignant tumors must be 
differentiated from prolapse and proci- 
dentia. Hemorrhoids, which are rarely 
observed in children, have their origin 
immediately above the anorectal line and 
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TABLE 1 


RECTOSIGMOIDAL 


PROCIDENTIA 


(Authors’ series) 





Procedure used 


Abdominal Approach: 


Number of | Number of Number of 
patients deaths recurrences 


Fixation psoas muscle (Martin); obliteration of peritoneal 
pouch with or without uterine fixation, (fixation to sacral 


fasciae ) 8 Re pe CREE ; 18 0 3 
Plication lateral ligaments; fixation to psoas muscle; with or 

without uterine fixation, (resection sigmoid in 11) 26 0 2 
Resection sigmoid; fixation to presacral fascia 1 0 0 
Obliteration rectosigmoidal fossa; fixation to psoas muscle 3 0 1 
Approximation of levator ani (Graham) I 0 0 
Exteriorization sigmoid, anastomosis (Mikulicz) 3 0 0 
Mobilization and fixation to pelvic brim (Pemberton) I 0 0 
Abdominal proctopexy and sigmoidopexy (Frykman) 1 0 0 
Perineal Approach: 
Resection and anastomosis (Mikulicz) . 2 
Perineal proctosigmoidectomy (Babcock) 1 0 0 
Perineal proctosigmoidectomy (Babcock) and _ plication 

(Rehm, Delorme, Davis) : + 0 1 
Circular excision and closure (Modified Dunphy) I 0 0 
Thiersch . 1 0 0 
Refused operation 4 

Totals 69 2 7 
(2.9%) (10.2%) 





usually are located in the three charac- 
teristic quadrants of the circumference. 
They occur as soft sacculations, irregular 
in shape and somewhat lobulated with a 
broad base. Internal hemorrhoids are 
bluish-red in color and bleed easily. Be- 
tween them the mucous membrane is 
normal. Polyps occur singly, are round 
or oval in form, and are soft and elastic 
to touch. The narrow pedicle is charac- 
teristic. Hypertrophied papillae frequent- 
ly are multiple, always arise at the ano- 
rectal line, and have a broad pink base 
and pointed apex of whitish hue. Car- 
cinoma is more common after 40, appear- 
ing as an irregular nodular mass with 
broad fixed base. The ulcers are deep, the 
edges raised and base indurated, the dis- 
charge acrid, and the odor fetid. 


Treatment 


For many years, the management and 
treatment of prolapse and procidentia 


have constituted a major problem for 
surgeons and proctologists. The technics 
and variations which have been advocat- 
ed have been offered in the hope of find- 
ing the perfect technic that would serve 
all. The outcome was a foregone con- 
clusion. Best results are obtained by in- 
dividualizing the treatment to suit the 
particular patient concerned. 

Over a fifteen-year period, from Sep- 
tember 1940 to September 1955, 69 pa- 
tients underwent surgery in our depart- 
ment. Several technics and approaches 
have been employed and the results are 
shown in table 1. 

The operative procedure, which in our 
experience offered the best results with- 
out mortality and with low recurrence, 
is the plication and resective operation, 
consisting of plication of lateral liga- 
ments, resection of sigmoid, and fixation 
to psoas muscle, with uterine suspension. 
The technic is as follows: 


nm 
w 
we 
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The abdomen is opened by a left para- ine suspension is an additional procedure. 
median incision with retraction of mus- In this approach, a slit is made in both p 
cles. With the patient in the Trendelen- broad ligaments, and the round ligament 
burg position, the small bowel is packed is grasped with curved hemostats and t 
off. The dissection of the sigmoid colon drawn through. A temporary ligature is 
begins in the left gutter at the line of — placed around each round ligament and 
Monk and is carried to the rectouterine caught with forceps. About one inch 
or rectovesical sulcus. In the dissection, above the pubic spine, the skin and fat 
the ureter and spermatic or ovarian ves- are retracted and the aponeurosis ren- 
sels are identified and retracted at the dered bare on each side. A stab wound is 
same time that the tendon of the psoas made through the aponeurosis, muscle, 
minor muscle is exposed. The dissection and peritoneum, one inch from the mar- 
is then carried medially to meet the dis- gin of the incision. A hemostat is intro- 
section of the opposite side. The rectum duced through this stab wound and the rs 
is mobilized anteriorly and posteriorly, ligature around the round ligament is sy; 
the lateral ligaments are rendered prom- grasped and withdrawn. A Babcock sump dit 
inent, and two or three plicating sutures drain is placed in the right pelvic space oie 
are introduced in figure-of-eight fashion and the abdomen closed in layers, using pr 
between each lateral ligament and fibrous No. 32 alloy steel wire for the peritoneum oli 
attachment of Denonvilliers’ aponeurosis in continuous suture, and No. 30 for the pr 
in the male or the anterior endopelvic aponeurosis in interrupted  figure-of- te 
fascia in the female. eight fashion. After closure of this layer ait 
After complete dissection of the sig- is completed, the transplanted round lig- co 
moid, the entire redundant bowel is re- aments are sutured to the superior surface be 
sected, and an end-to-end anastomosis is of the aponeurosis with No. 32 alloy ios 
made between the open ends of the steel wire and the procedure completed an 
bowel. Thereafter, four No. 0 silk sutures by approximation of the subcutaneous an 
are introduced between the longitudinal — tissue and the skin edges, using No. 35 ua 
band of the sigmoid and the exposed ten- alloy steel wire in continuous mattress tie 
don of the psoas minor muscle. Recon- — sutures. an 
struction of the cul-de-sac and closure of This procedure has proved satisfactory 
the peritoneal defect complete the pro- in our hands but it is well in every in- a 
cedure. stance to adopt the procedure to the pa- an 
In the female, a modified Gilliam uter- tient. sp 
of 
sc: 
or 
ps 
THe use of nitrous oxide-oxygen-curare anesthesia is recommended sc 
for debilitated patients. Adequate relaxation can be achieved with th 
comparatively light anesthesia; respiratory and cardiovascular disturb- ca 
ances during operation are largely avoided; and, because the level of er 
anesthesia was light, recovery is rapid and postanesthetic condition is 
good. The nitrous oxide does not have a direct effect on cardiac muscle, BO 
as some anesthetic agents do, and vagotonia is not increased. BA 
" of 
M. L. HELLER, J. NYBOER, and R. c. storRs: Nitrous oxide-oxygen-curare anesthesia Sc 
for the geriatric patient: an electrocardiographic study. Current Res. in Anesth. & — 
Analg. 34: 121-150, 1955. to’ 
Ol 
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Pruritus vulvae in 





the postclimacteric woman 


ROY T. PARKER, M.D., CLAUDIUS P. JONES, M.T., 
and F. BAYARD CARTER, M.D. 


DURHAMNI, NORTH CAROLINA 


® Itching of the vulva is a distressing 
symptom to the elderly patient, often a 
difficult diagnostic problem for the phy- 
sician, and usually a recurring clinical 
problem in management. In the post- 
climacteric patients seen in our clinic, 
pruritus vulvae is the presenting symp- 
tom in about one in every 15 patients 
and is seen more frequently as a secondary 
complaint. Most of these patients have 
been treated symptomatically with var- 
ious local powders, lotions, ointments, 
and vaginal medications. The empiric, 
antipruritic approach has provided us- 
ually only temporary relief and the pa- 
tient has moved from one physician to 
another searching for a cure. 

Studies have shown that the neural 
impulses travel the somatic pain fibers 
and itching represents a subpain re- 
sponse.'-* There is also a central initiation 
of itching as evident in the desire to 
scratch when one sees crawling vermin 
or even someone else scratching. The 
psychiatrists teach us that itching and 
scratching in certain areas of the skin, as 
the vulva, is a local manifestation of a 
complex psychic problem. There is an 
erotogenic quality of scratching of the 


ROY TURNAGE PARKER is assistant professor and 
BAYARD CARTER is professor in the Department 
of Obstetrics and Gynecology, Duke University 
School of Medicine, Durham, North Carolina. 
CLAUDIUS P. JONES is technical research instruc- 
tor and bacteriologist in the Department of 
Obstetrics and Gynecology. 


Pruritus vulvae is a symptom and not 
a disease, and diagnosis and _ treat- 
ment should be directed toward the 
disease entity which causes it. The 
relationship of leukoplakia to squa- 
mous carcinoma of the vulva is em- 
phasized. 

The conservative measures of treat- 
ment used by an understanding phy- 
sician can make life tolerable for an 
otherwise miserable patient. 


skin that is already in a peculiar excita- 
tory state.t Regardless of the cause, 
whether it is locally or centrally initiated, 
the more the patient scratches the more 
local trauma develops and the more com- 
plex becomes the cycle. The itch-scratch 
phenomenon is poorly understood as a 
neural mechanism and yet its clinical 
importance must be appreciated in the 
management of a patient whose chief 
complaint is pruritus vulvae. 

In a previous publication,* the etiologic 
diagnostic approach to pruritus vulvae 
in all age groups was presented. Definitive 
diagnosis and specific therapy, rather 
than symptomatic treatment, were em- 
phasized. This discussion will be limited 
to the postclimacteric patient. Some of 
the general measures in diagnosis are ap- 
plicable to all patients with pruritus 
vulvae. 


Etiology 
In the postclimacteric patient the general 
causes not specific to the vulva include: 
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FIG 1. Atrophic changes of the vulva 


a. The squamous epithelium is decreased to only a few layers in thickness. There is a decrease in 
vascularity, and hyalinization in the corium. b. Chronic inflammatory cells are present in the sub- 


epithelial layer. 


(1) diabetes mellitus, with or without 
associated mycotic vulvovaginitis; (2) 
deficiencies of vitamin A and the vitamin 
B complex; (3) drug sensitivity and al- 
lergy; (4) other generalized skin diseases, 
such as psoriasis, herpes, lichen planus, 
and intertrigo; (5) other generalized 
systemic diseases, such as pernicious 
anemia and leukemia; and (6) neuroder- 
matitis of the vulva. A discussion of these 
general causes as outlined is not within 
the scope of this paper. Nevertheless, 
they should be considered and eliminated 
by general history, physical examination, 
and appropriate laboratory aids. Diabetes 
mellitus, because of the frequency of oc- 
currence in this age group, is worthy of 
additional discussion. 

In the postclimacteric patient, the spe- 
cific genital tract etiology of pruritus is 
related primarily to altered physiology 
and estrogen poverty, superimposed in- 
flammation, trauma, and neoplastic dis- 
ease. 

Atrophy of the skin of the vulva and 
the vaginal mucous membranes slowly 
follows the estrogen withdrawal of phy- 
siologic or induced menopause. The hair 
becomes sparse. There is a loss of sub- 
cutaneous fat resulting in shrinkage of 
the labial folds, clitoris, and vestibule. 
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The skin and mucous membranes become 
thin, smooth, and shiny. The squamous 
epithelium decreases to only a few layers 
in thickness. This is accompanied by a 
decrease in vascularity and an increase in 
fibrosis in the corium, as shown in figure 
I. The atrophic epithelial cells of the 
vagina are poor in glycogen content and 
promote a mixed vaginal flora, rather 
than a flora of lactic acid producing 
Déderlein bacilli. In turn, the vaginal 
acidity is increased to a pH of 6 to 7 in- 
stead of the normal range of pH 3.5 to 
4.5 which occurs during menstrual life. 
Secretions are scanty. 

This tissue shrinkage, the epithelial re- 
gression, and decreased acidity and dry- 
ness make the vagina and vulva suscept- 
ible to traumatic irritation and bacterial 
invasion. The organisms of the vagina 
are essentially the same as those occurring 
in the premenarchial vagina. It is a mixed 
bacterial flora consisting primarily of 
organisms belonging to the so-called non- 
sporulating anaerobic group. Other bac- 
teria commonly found are the Coryne- 
bacteria, or diphtheroids, and the less 
pathogenic aerobic cocci such as non- 
hemolytic streptococci and Staphylococ- 
cus albus. The presence of lactobacilli in 
the vagina in this age group is indicative 
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of exogenous or endogenous estrogenic 
stimulation. 

This altered vaginal tract physiology 
and glycogen paucity are responsible for 
the infrequency of mycotic vulvovagini- 
tis in the postclimacteric patient. In fact, 
mycotic vulvovaginitis is rarely seen in 
this age group in the absence of diabetes 
mellitus or prolonged antibiotic therapy. 
Patients who have had prolonged, contin- 
uous, or repeated oral courses of certain 
antibiotics will often develop fungus in- 
fections of the vagina, vulva, and peri- 
anal regions. The incidence is higher 
when local or intravaginal medications 
containing antibiotics are employed. To- 
day’s extensive use of antibiotics de- 
mands that they be considered in the his- 
tory of any patient with pruritus vulvae. 

The local or specific genital tract caus- 
es of pruritus vulvae in this age group 
are: (1) senile vulvovaginitis, (2) tricho- 
monas vulvovaginitis, (3) atrophic and 
hypertrophic vulvitis, (4) leukoplakic 
vulvitis, and (5) carcinoma of the vulva. 

Some aging patients show these ab- 
normal vulvar tissue reactions while 
others exhibit the same degree of atrophy 
without any abnormal tissue response. 
This is one of the enigmas of vulvar dis- 
ease. In our opinion, this is an end organ 
response in the vaginal and vulvar tissues. 
Many factors have been implicated, such 
as estrogen deprivation, alterations in 
vaginal acidity, bacterial flora, dietary 
deficiencies, systemic disease, and trau- 
ma to the poorly compensated skin and 
mucous membranes. Investigations by 
Miller,” Hyams,* and others have not 
yielded any uniformity of results. 


Treatment of Pruritus Vulvae 
Pp 


ruritus vulvae is a symptom and not a 
disease, and the diagnosis and treatment 
should be directed toward the disease en- 
tity which causes it. The therapy, with 
the few exceptions that will be noted, is 
not specific and consists of efforts to 
make life more endurable for this group 





TABLE 1 


THERAPY FOR PRURITUS VULVAE 





Local Symptomatic Therapy: 
e Starch water sitz baths for itching and burn- 
ing 
e Plain water douches 
@ Quotane lotion 
Tronothane lotion 
For Secondary Infection: 
e Potassium permanganate sitz baths 
e Saline compresses 
e '% per cent acetic acid for pyocyaneus 
Drying Regimen (after toilet and bath): 
e Do not rub with towel, pat dry with soft 
tissue 
e Hair dryer in the bathroom 
e Perineal heat lamp 
e Loose fitting, clean, dry clothing at all times 


Improve General Health—malnutrition, vitamin 
deficiencies, anemia, and so on 
Sedation: 
e Important at night during the early part of 
therapy 
e Antihistamines are frequently used as mild 
sedation and as antipruritics 
Psychotherapy: 
e Reassurance regarding cancer, venereal dis- 
ease, and sex life 
e Hospitalization or frequent office visits in 
initial treatment phase 
e Break the scratch habit 





TABLE 2 


PRECAUTIONS IN TREATING PRURITUS VULVAE 





e Do not treat specifically without proved diag- 
nosis. 

Watch for chemical irritants and allergic der- 
matitis—soaps, disinfectants, medications such 
as gentian violet, and some clothing. 


Avoid ointments with an oily base. 


Avoid prolonged use of topical anesthetic, 
antihistamine and antibiotic preparations be- 
cause of sensitization. 


Alcohol injections are temporary and danger- 
ous. 

e Never use x-ray therapy for any disease of 
the vulva. 


e Use biopsy examination for all raised, whitish, 
indurated or ulcerative lesions. 





of elderly women. The general therapeu- 
tic measures which have proved bene- 
ficial in our clinic are outlined in table 1. 
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In the management of these patients, what 
not to do is as important as what to do. 
These precautions are given in table 2. 
The psychogenic component in prurit- 
us vulvae must not be overlooked. Al- 
though primary neurodermatitis of the 
vulva is relatively unusual in this age 
group, the secondary psychosomatic fea- 
tures are always present and help to per- 
petuate any of the disease entities con- 
cerned. Marital maladjustment, financial 
worries, cancerophobia, venereal disease 
stigmata, and physician disinterest are a 
few of the contributing causes. Sympa- 
thetic listening, a careful diagnostic ap- 
proach, and repeated reassurance are an 
essential part of any treatment plan. 
The disease entities causing pruritus 
vulvae are not always clear-cut and fre- 
quently coexist in the same patient. They 
do, however, offer a method of thinking 
about this peculiar local tissue response 
and a clinical approach to the patient. 


SENILE VULVOVAGINITIS 

In the postmenopausal woman, senile 
vulvovaginitis is the most common cause 
of pruritus. The symptoms are itching, 
irritation, and “dryness” type dyspare- 
unia. There is no significant leukorrhea. 
Examination reveals atrophy of the vulva 
and vaginal mucous membranes with lo- 
calized areas of submucosal hemorrhages 
which vary in color from red to muddy 
brown. Frequently there is evidence of 
the traumata of scratching or coitus. 
Diagnosis is established by absence of 
specific infection and by absence of hy- 
pertrophic or leukoplakic areas. Papani- 
colaou genital cytology is a helpful ad- 
junct in this group. The problem is chief- 
ly one of local estrogenic deficiency and 
is best treated by estrogenic vaginal 
cream applied nightly for two or three 
weeks, followed by twice weekly appli- 
cation as necessary. The “dryness” type 
dyspareunia is helped by the use of estro- 
genic vaginal cream as a sexual lubricant. 
Oral and intramuscular estrogens are not 
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necessary and are to be condemned since 
they may lead to postmenopausal estro- 
genic withdrawal bleeding. Local cream 
will not introduce this complication. 


TRICHOMONAS VULVOVAGINITIS 


Trichomoniasis is the foremost cause of 
pruritus vulvae in the childbearing period 
and is seen less frequently in the post- 
climacteric patient. In like manner, the 
symptoms are less severe in the aging 
patient. There is an increased vaginal dis- 
charge with associated irritation, burning 
on urination, itching, and dyspareunia. 
In the obese patient, the symptoms are 
usually aggravated by constant moisture 
and by intertrigo. Itching and irritation 
are usually limited to the labia, clitoris, 
and vestibule. The clinical findings are 
those of a thin, frothy, or bubbly green- 
ish-yellow discharge with little mucus. 
Frequently there are hyperemia and 
edema of the vulva, vagina, and cervix. 
The posterior vaginal fornix often shows 
granular hemorrhagic stippling which is 
strawberry-like in appearance. 

Diagnosis is easily established by direct 
microscopic examination of vaginal se- 
cretions. Material should be collected 
from the vaginal pool and from the va- 
ginal walls by means of cotton swabs. 
Several cubic centimeters of saline solu- 
tion should be added to the collected ma- 
terial, the cotton swabs twirled, and the 
solution poured on a glass slide and cov- 
ered with a cover glass. The specimen 
should be examined immediately for the 
presence of motile protozoa. The vaginal 
smear is Type III with no Déderlein’s 
bacilli present. The pH is usually ap- 
proaching the alkaline side. Cultures may 
be helpful and the bacteria present are 
predominantly nonsporulating anaerobes. 

A most effective method of treatment 
in our clinic has been the use of acid 
douches, using a solution of 12 to 60 cc. 
U.S.P. lactic acid in 2,000 cc. of warm 
water. This solution should be used daily 
and gradually diminished as symptoms 

















FIG. u. Hypertrophic vulvitis with lichenification 


a. Note similarity to figure Illa. b. There is an increased thickness of the epithelium with a marked 
parakeratosis. The thickness of the basal layer suggests hyperactivity. Round cell infiltration is 


present in the subepithelial layer. 


subside. Other methods of lowering the 
pH, such as use of acid jellies, beta 
lactose powder, or vaginal suppositories 
may be equally effective. Chemical and 
antibiotic vaginal therapy will rid the 
vagina of trichomonads but will not re- 
store the acidity of the vagina. Because 
the atrophic vaginal and vulvar tissues 
are more prone to chemical irritation and 
drug sensitivity, we prefer to use mild 
acid douches or acid jellies for sympto- 
matic control of trichomoniasis in the 
elderly patient. 


ATROPHIC AND HYPERTROPHIC VULVITIS 


Atrophic and hypertrophic vulvitis is 
common in the postclimacteric patient 
and is rarely seen during the menstruat- 
ing age. Atrophy is the result of estrogen 
poverty. Superimposed scratching, mois- 
ture from stress urinary incontinence, 
prolapsus uteri, coital abrasion, unclean- 
liness, or other trauma may lead to local 
hypertrophic changes coexisting with the 
atrophic changes. Lichenification may or 
may not be present. Pruritus is the most 
important symptom and is often perianal 
as well as vulvar. Irritation, “burning,” 
and even bleeding occur with scratching. 
Dyspareunia is now of the contraction 
type as well as of the dryness type. The 


tissues of the vulva reveal atrophy and 
shrinkage with irritation in some areas 
and hypertrophy, induration, and licheni- 
fication in other areas, as shown in figure 
II. Fissuring and ulceration are common. 
The whitish discoloration of lichenifica- 
tion is often confused with leukoplakia. 
Papanicolaou genital cytology and biop- 
sy study of multiple local sites are the 
only means of diagnostic differentiation. 
With treatment, the process is more 
reversible than is leukoplakia. Estrogenic 
vaginal cream and vitamin A have been 
used with variable success. The most im- 
portant single feature in treatment is the 
general care and the protection given to 
the poorly compensated vulvar tissue and 
in turn the breaking of the itch-scratch 
reflex. Local symptomatic measures, a 
drying regimen, and relief of tension are 
the most important features in general 
management, as shown in table 1. 
LEUKOPLAKIC VULVITIS 
Miller aptly stated that the etiology of 
this troublesome lesion is unknown, its 
clinical course obscure, the histologic 
picture controversial, and a satisfactory 
treatment wanting.® Clinically, it is diffi- 
cult to differentiate from atrophic and 
hypertrophic lichenified vulvitis. Leuko- 
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Fic. wu. Leukoplakia of the vulva 


a. The skin is thin and atrophic in some areas but other areas show thickened hypertrophic white 
plaques. Fissuring and ulceration are common. b. The surface is irregular. The epithelium is hy per- 
keratotic, parakeratotic, and dyskeratotic. The line of separation between the granular layer and 
the parakeratotic layer is poorly defined. The papillae are irregular. There is hyalinization of the 


subepithelial connective tissue. 


plakia of the vulva is most likely to occur 
after the menopause, but is seen in the 
childbearing period, and has been de- 
scribed in pregnancy. It produces the 
most intractable form of pruritus vulvae. 
Irritation, edema, and bleeding are com- 
mon after trauma. The vulvar skin is 
thin, atrophic, tense, and reddish-white 
in some regions and indurated with thick- 
ened hypertrophic white plaques in other 
regions. Fissuring and ulceration are com- 
mon, as shown in figure III. There is a 
predilection for labial and clitoridal skin 
but often the process is extensive and in- 
volves the perineal and perianal regions. 
The diagnosis is established by Papani- 
colaou genital cytology, by examination 
of biopsy specimens from multiple sites, 
or by simple vulvectomy with step serial 
sections. All raised, whitish, indurated, 
ulcerated regions should be biopsied and 
studied in multiple cross sections for in- 
vasive carcinoma. 

Leukoplakia of the vulva has been a 
controversial subject among the clinicians 
and the pathologists. There is disagree- 
ment as to what the disease entity repre- 
sents both clinically and microscopically. 
Taussig,’ following the concept of a 
similar lesion described in the mouth by 
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Schwimmer in 1877, adopted the term 
leukoplakia and described a hypertrophic 
and atrophic stage of the disease. Ac- 
cording to Novak,'® the hypertrophic 
stage of the disease is characterized by an 
overgrowth and keratinization of the 
epithelial layer, hypertrophy of the papil- 
lae, and chronic inflammation and edema 
of the connective tissue, with almost com- 
plete absence of elastic tissue in the sub- 
epithelial layer, as shown in figure III. 
In the atrophic stage, the epithelial layer 
is thin, though keratinization may still be 
pronounced and there is a pale collagen- 
ous layer beneath the epithelium. Despite 
the existing confusion concerning the 
clinical and histologic picture of leuko- 
plakia, there is general agreement re- 
garding its definite predisposition to car- 
cinoma of the vulva. In the reported pa- 
tients with carcinoma of the vulva, over 
50 per cent of the malignancies were 
preceded by leukoplakia of the vulva. 
The treatment is varied and largely 
empirical. Hyams’ reported successful re- 
sults with vitamin A therapy in 1947. 
Time and trial have discredited the com- 
plete effectiveness of vitamin A therapy. 
Fstrogenic vaginal cream seems to be 
helpful in some postmenopausal patients. 
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FIG. v. Squamous carcinoma of the vulva occurring in an extensive leukoplakia 


a. The carcinoma is represented by the dark area in the midportion of the left labium majus. 
b. Invasive squamous carcinoma is demonstrated in the biopsy of this lesion. 


Alcohol injection as fostered by Wilson" 
has not only proved to be unsatisfactory 
but is dangerous because of the local 
slough that may occur. Anesthetic oint- 
ments and antihistamine preparations 
give only temporary relief and should 
not be used for long periods because of 
the likelihood of sensitization. In our opin- 
ion, there is no place for x-ray therapy 
in the treatment of leukoplakia of the 
vulva. 

Because of the definite predisposition 
of leukoplakia to carcinoma, simple vul- 
vectomy is advocated by many author- 
ities. The incidence of the return of 
leukoplakia in the transplanted skin varies 
from 25 to 50 per cent in most series re- 
ported. For this reason and because of 
the frequent scarring and distortion that 
follows, vulvectomy is not justifiable in 
all patients. We resort to simple vulvec- 
tomy in selected patients who have 
proved unresponsive to all other forms 
of therapy and who show a progression 
of the disease process. In other patients, 
findings in Papanicolaou genital smears 
or multiple biopsies indicate the need for 
extensive microscopic study of the re- 
maining vulvar tissue. After malignancy 
has been ruled out, the patients must be 
followed carefully at six-month intervals 
or more often if ulceration and fissuring 





are present. Even though the treatment 
is unsatisfactory, many patients develop 
a surprisingly graceful tolerance if they 
are taught to adhere strictly to the gen- 
eral measures of the care of the vulva, 
which are shown in table 1. 


CARCINOMA OF THE VULVA 


Carcinoma of the vulva is the fourth most 
common genital tract malignancy. Its 
onset is insidious and delay in diagnosis 
is the rule rather than the exception. The 
patient usually describes a burning and 
itching of the vulva with the develop- 
ment of “a slow growing sore on the 
privates.” Bleeding from a vulvar lesion 
is tantamount to cancer until proved 
otherwise. The early lesions are incon- 
spicuous in their appearance and all in- 
durated ulcerated areas should be im- 
mediately studied by biopsy (figure IV). 
The diagnosis of a granulomatous disease, 
even though rare in this age group, does 
not rule out a coexisting carcinoma. We 
have seen numerous patients in our clinic 
with combined granulomatous and neo- 
plastic diseases. The labia minora, clitoris, 
and vestibule are the most common sites. 
Bartholin gland carcinoma is rare but 
should not be overlooked. Inguinal adeno- 
pathy does not preclude therapy. Papani- 
colaou genital cytology’ material for 
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study is obtained by scrapings from lo- 
calized and properly identified areas. In 
the very early lesions, this has been help- 
ful in alerting us to the most suspicious 
areas for biopsy. The diagnosis is estab- 
lished by biopsy and careful microscopic 
study. 

The treatment for carcinoma of the 
vulva is radical vulvectomy and bilateral 
radical groin dissection with extraperi- 
toneal pelvic lymphadenectomy. 


DIABETIC VULVOVAGINITIS 

Unregulated diabetes is frequently com- 
plicated by severe mycotic vulvovaginitis. 
Diabetes is not infrequently diagnosed 
secondary to the pruritus vulvae for 
which the patient consulted the phy- 
sician. Mycotic vulvovaginitis is almost 
never present in the postclimacteric pa- 
tient without urinary glycosuria. For all 
practical purposes, the fungi of the genus 
Candida are the only fungi producing 
symptoms, according to Carter and asso- 
ciates.!* The primary symptom is itching 
of the vulva, with associated irritation, 
discharge, and dysuria. The clinical find- 
ings vary from an essentially normal ap- 
pearance to that of a cheesy, flaky-white 
vaginal discharge, with intense hyperemia 
and edema of the vulva and vaginal walls. 
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In the nonmycotic vulvovaginitis of dia- 
betes, the vulva is edematous, glistening, 
and purplish-white in color. The diag- 
nosis is established by the presence of 
glycosuria and an elevated blood sugar. 
The mycotic infection is diagnosed by 
direct microscopic examination of the 
vaginal discharge or by culture on Sa- 
bouraud’s medium at room temperature. 

The most effective treatment, in our 
experience, has been calcium and sodium 
propionate vaginal jelly (Propion Gel). 
The vagina is carefully cleansed with a 
copious douche of plain warm water be- 
fore treatment is started. Warm water 
sitz baths are helpful in relieving the 
acute inflammation. The patient is in- 
structed to insert one applicator of jelly 
twice each day until two full tubes have 
been used. Douches are discontinued 
during the Propion Gel therapy and 
perineal pads are to be avoided. At the 
end of one course of therapy, cultures 
are repeated and a similar second course 
given if indicated. There is no measure 
of effectiveness in therapy unless the 
diabetes is regulated. 


From the Department of Obstetrics and Gyne- 
cology, Duke University School of Medicine, 
Durham, North Carolina. 


ENCES 


its etiology and results of treatment with vitamin A; 
preliminary report. Am. J. Obst. & Gynec. 53: 214- 
220, 1947. 

8. CARTER, B., L. A. KAUFMANN, and Ww. K. CUYLER: 
Smear preparations in diagnosis of vulvar car- 
cinoma. Surg., Gynec. & Obst. 91: 600-604, 1950. 

9. TaussiG, F. J.: Atrophic Diseases of the Vulva, in 
Obstetrics and Gynecology, by Arthur H. Curtis, 
Philadelphia: W. B. Saunders, 1933. 

10. NOVAK, E., and E, R. NOVAK: Textbook of Gynecology. 
Fourth edition. Baltimore: Williams & Wilkins 

”* Ge., 1952. 

11. wi_son, w. M.: Intractable pruritus vulvae et ani 
treatment by alcohol injection. West. J. Surg. 57: 
406-418, 1949, 

12. CARTER, B., C. P. JONES, R. A, ROSS, W. L. THOMAS, and 
R. N. CREADICK: Mycotic vulvovaginitis and the 
vaginal fungi. Am. J. Obst. & Gynec. 54: 738-747, 
1947, 











The prophylactic management of 


coronary atherosclerosis 


HYMAN ENGELBERG, M.D. 


BEVERLY HILLS, CALIFORNIA 


® Despite the voluminous literature on 
the subject, an occasional author will de- 
clare that nothing is really known about 
the cause of arteriosclerosis and nothing 
can be done to prevent it.! In this paper 
I shall take the opposing point of view, 
emphasizing the increased knowledge of 
the etiologic factors involved in athero- 
genesis. Through mitigation of these fac- 
tors, as far as they are known, a con- 
structive, effective, preventive approach 
can be applied in many patients. Within 
the past few years there have been pub- 
lished many significant findings dealing 
with the biochemical, nutritional, and 
epidemiologic aspects of the disease. 
These provide a rational basis for a pro- 
phylactic approach. 

The filtration concept of atherosclero- 
sis? provides the best working hypothesis 
in accord with the known facts. This 
concept explains the disease as resulting 
from repeated reactions of the vascular 
wall to lipid substance filtered from the 
plasma. It implies that the vascular wall 
and its reactions, factors affecting filtra- 
tion, composition of the plasma lipids, 
and time are all of fundamental impor- 
tance in atherogenesis. Let us now con- 
sider these in greater detail, and the pre- 
ventive measures which logically derive 
from them. 


HYMAN ENGELBERG specializes in internal medi- 
cine and cardiology in Los Angeles, and serves 
as associate in medicine at Cedars of Lebanon 
Hospital in that city. 


Recent advances in the knowledge of 
atherosclerogenesis give us a rationale 
for a preventive approach in manage- 
ment. A constructive program of 
therapy is outlined, emphasizing the 
normalization of hypertension, the 
use of vitamins to strengthen vascular 
walls, and the correction of plasma 
lipid abnormalities by diet, thyroid, 
and heparin. 


THE VASCULAR WALL AND ITS REACTIONS 


The structure, function, response to for- 
eign bodies, metabolic capacity, and fil- 
tration properties of the vascular wall 
are all determined by heredity. Our 
knowledge of the cellular and enzymatic 
reactions of arterial tissue is extremely 
fragmentary. Injury to the vascular wall 
by various experimental technics, changes 
in the ground substance by hyaluroni- 
dase or ascorbic acid deficiency, disrup- 
tion of the internal elastic membrane— 
all facilitate the production of athero- 
sclerosis by lipids. It is evident that local 
factors within the vessel wall, although 
poorly understood, operate to promote 
the deposit of lipids in particular areas. 

In some animals deficiencies of ascorbic 
acid, choline, and pyridoxine have been 
found to result in pathologic changes 
resembling arteriosclerosis. These experi- 
mental demonstrations do not prove, 
however, that these same deficiencies are 
involved in human atherosclerosis. For 
instance, when the distribution of pyri- 
doxine in the American dietary is con- 
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sidered, it is difficult to believe that a 
human pyridoxine deficiency could ex- 
ist. Paterson has shown that hemorrhages 
secondary to intimal capillary rupture 
are intrinsic lesions within atherosclerotic 
plaques.* He believes that these intimal 
hemorrhages accelerate the atherosclero- 
tic process apart from their possible role 
in the initiation of thrombi. 

Since the vitamin C content of the 
plasma decreases with age’ and, together 
with the bioflavonoids or P factors, is 
important in the health of the cement 
substance of the capillary endothelium, 
an adequate intake of both factors would 
seem to be wise. At present, little else can 
be said about therapy directed at the 
vascular wall itself. We can anticipate 
much progress in this area as new histo- 
chemical and enzymatic technics, per- 
fusion studies, and electron microscopy 
are applied to the problem. 


HYPERTENSION 


Apart from the vascular wall and the 
composition of the plasma, the blood 
pressure must play a key role in filtra- 
tion through blood vessels. There is 
abundant evidence that increased blood 
pressure may accentuate the develop- 
ment of atherosclerosis in experimental 
animals and men.*:* Pathologic studies 
have shown that the weight, cholesterol, 
and calcium content of aortas are in- 
creased in hypertensive persons. Recent 
studies of American soldiers killed in 
Korea® indicate that coronary lesions are 
caused in part by intravascular stress, 
which results in subendothelial fibro- 
blastic proliferation, deposition of a 
mucoid ground substance, and fragmen- 
tation of the intimal elastic membrane. 
Plasma lipids accumulate in these areas, 
thus hastening the disease process. 
Hypertension certainly increases vas- 
cular stress. It is additionally harmful in 
relation to atherogenesis, since the inner 
two-thirds of the arterial wall receives its 
metabolites chiefly from the blood in the 


244 Geriatrics, June 1956 


vessel lumen. Molecules move according 
to hydrostatic principles—that is, with 
the pressure gradient, which is maximal 
in the intima and minimal at the serosa.° 
When the blood pressure is elevated, 
there is a steeper gradient, a higher filtra- 
tion pressure, and more rapid transfer of 
molecules from the blood into the vas- 
cular wall, thus increasing the rate of 
accumulation of lipid particles. Finally 
hypertension will enhance the tendency 
of atherosclerotic intimal capillaries to 
rupture, particularly since these capil- 
laries are in direct communication with 
the arterial lumen. 


THE PLASMA LIPIDS 


However, longstanding hypertension may 
not be accompanied by atherosclerosis, 
and certainly the latter condition de- 
velops in patients with a normal blood 
pressure. Since elevated plasma lipids per 
se are important factors in atherogenesis, 
consideration of these lipids may explain 
the absence of atherosclerosis in some 
cases of hypertension. Thus cholesterol 
levels in hypertension are variable. Hyper- 
tensive patients with known coronary 
disease are reported to have more ele- 
vated low-density lipoprotein levels than 
individuals of the same age with uncom- 
plicated hypertension.'? Many years ago 
Aschoff stated that little deposition of 
lipids occurred in the arterial wall when 
the plasma cholesterol was low, even 
though the mechanical conditions were 
favorable for that deposition." It is prob- 
able that high blood pressure is_par- 
ticularly harmful in atherosclerosis when 
there is an associated elevation of the 
plasma lipids. From the prophylactic 
standpoint, the evidence suggests that all 
hypertensive persons should be treated 
and the blood pressure reduced slowly 
to normotensive levels if possible. The 
serum lipid or lipoprotein levels should 
be determined in patients with hyper- 
tension and reduced by dietary or other 
means if they are elevated. 
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A thorough discussion of the plasma 
lipids and their determination is beyond 
the scope of this paper. Reports in a host 
of publications have shown that nearly 
all lipids are carried in the bloodstream 
as lipoproteins. These can be separated 
ultracentrifugally into high- and low- 
density lipoproteins of varying Sf rates, 
or classified as alpha and beta lipopro- 
teins by electrophoretic and chemical 
technics. Regardless of the analytic 
method used, all studies have shown that 
the low-density or beta lipoproteins are 
elevated in patients with known cor- 
onary atherosclerotic disease as com- 
pared to “normal” individuals in the 
same age groups. Furthermore they are 
higher in adult men than in premeno- 
pausal women, thus paralleling the 
higher incidence of coronary disease in 
men before the sixth decade. Since a con- 
siderable part of the total cholesterol is 
carried as high-density or alpha lipopro- 
teins which show no correlation with 
atherosclerosis, it is apparent that the 
blood cholesterol alone is a less accurate 
index of the atherosclerotic tendency. 
This question has been summarized else- 
where.!” 

The evidence implicating plasma lipids 
in atherogenesis is extensive and has been 
completely reviewed.'* There can be lit- 
tle doubt that lipids are important in the 
etiology of the disease, although it is 
possible that other agents affect the in- 
tegrity of the vascular wall before or 
during the lipid infiltration. Studies of 
lipid metabolism, particularly of the 
serum transport phase, may uncover pos- 
sible lipid metabolic defects involved in 
atherosclerogenesis. Significant advances 
have been made in this regard. 


THE LIPOPROTEINS 


The lipoproteins in the bloodstream con- 
stitute an entire spectrum of molecules, 
varying in size and density from the 
giant chylomicra—in which form alimen- 
tary neutral fat is carried in the thoracic 





duct—down to the smallest high-density 
particles. Gofman and his co-workers be- 
lieve that the sequence of lipoprotein 
molecules represents a chain in which 
metabolic interconversions are going on 
in the blood.’ The largest particles are 
composed predominantly of neutral fat, 
and this component diminishes with de- 
crease in particle size. Following the in- 
jection of heparin, lipemia clearing can 
be demonstrated and_ ultracentrifugal 
analysis reveals a decrease in the larger 
low-density lipoproteins.‘ The _ total 
amount of circulating fat is reduced. 

Since heparin is normally present in 
the bloodstream,'® and the lipemia clear- 
ing process has been demonstrated in hu- 
man plasma without prior injection of 
heparin,'® this mechanism is probably 
physiologic. It is involved in the trans- 
port and disposal of absorbed alimentary 
neutral fat. Failure or deficiency of the 
process might well be of fundamental 
significance in the accumulation of ex- 
cessive quantities of low-density or beta 
lipoproteins in the circulating blood. 
Thus a heparin deficiency has been sug- 
gested by various workers as a possible 
etiologic factor in serum lipid metabolic 
defects. Evidence supporting this point 
of view has come from studies of mast 
cell counts—the mast cell is the source 
of heparin—and from plasma heparin as- 
says. Postmortem studies have shown 
that there are more mast cells in non- 
atherosclerotic subjects than in those 
with extensive atherosclerotic disease,'* 
and that plasma heparin levels are in- 
versely correlated with the low-density 
lipoproteins.'* If these results are verified 
by further studies, it would suggest an 
interesting parallel between fat intake, 
heparin deficiency, elevated serum lipo- 
proteins, and atherosclerosis on the one 
hand, and carbohydrate intake, insulin 
deficiency, elevated blood sugar, and 
diabetes mellitus on the other. 

These recent developments have been 
presented in some detail since they sug- 
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gest several preventive approaches in- 
volving a reduction of serum lipids or, 
more specifically, of low-density or beta 
lipoproteins. In this connection, the use 
of low-fat diets, beta-sitosterol, estro- 
gens, thyroid, and heparin will be dis- 
cussed. 


DIET AND SERUM CHOLESTEROL 


A host of excellent epidemiologic studies 
throughout the world, summarized by 
Keys and Anderson,'® all indicate that 
the high incidence of atherosclerosis and 
coronary heart disease in Americans is 
not representative of mankind in general 
and cannot be ascribed to chronologic 
aging in itself. Diet seems to be the im- 
portant factor. Of the various dietary 
components, cholesterol and total cal- 
ories are less significant than the total fat 
content. Controlled experiments in man 
and studies of populations on different 
diets show that the total ingested fat has 
a major effect on the serum cholesterol 
levels of adults, with less effect on those 
of young people. Mortality data from 
different countries bear out the same 
conclusion regarding atherosclerosis. 
When fat intake is high, the serum cho- 
lesterol is elevated and the incidence 
of atherosclerotic disease, clinically and 
post mortem, is increased. The question 
of whether vegetable fats are less harm- 
ful than animal fats needs further study. 
The evidence thus far indicates that all 
fats elevate serum lipid levels with pos- 
sibly some exceptions among individual 
vegetable fats. There is little evidence 
that proteins or vitamins, as present in 
the average diet, are of major importance 
in relation to serum lipids or athero- 
sclerosis. 


LOW-FAT DIETS 


Therapeutic trials of low-fat diets have 
been conducted for several years in pa- 
tients with known myocardial infarc- 
tion.*”**"| When these diets were fol- 
lowed, the cholesterol and low-density 
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lipoprotein levels were lowered and a 
reduction in mortality—2:1 to 4:1—was 
obtained. 

However, dietary restriction of fat 
below 40 to 50 gm. daily is an unsound 
procedure, since this regimen is un- 
palatable and so restrictive that it is dif- 
ficult to maintain sound nutrition. My 
own experience during the last four 
years with approximately 100 private pa- 
tients who had greatly or moderately ele- 
vated low-density lipoproteins, showed 
that a daily diet containing 40 to 50 gm. 
of fat resulted in a maintained reduction 
of lipid in perhaps 60 to 70 per cent of pa- 
tients. Moderate egg intake was allowed 
in this series, since the addition of egg 
yolk has not been found to result in 
serum lipid elevations.*? In the group 
which did not respond, a further lower- 
ing of fat intake was usually not ef- 
ficacious and was frequently an unac- 
ceptable regimen. 

Within the past few years, an attempt 
has been made to lower serum lipids by 
feeding various soy sterols or sitosterol 
with meals. These substances, because of 
their similarity to cholesterol, decrease 
its absorption from the gut by virtue of 
molecular competition. Beta sitosterol 
is the most efficacious of these. Appar- 
ently there is a reduction of cholesterol 
and beta lipoproteins when _ large 
amounts of the medication, perhaps 25 
gm. daily, are ingested. However, the 
cholesterol reduction is only about 10 to 
15 per cent and it is not likely that these 
minor changes will justify the wide- 
spread use of large amounts of expensive, 
and at times unpalatable, sterols. 


HORMONE THERAPY 


Estrogenic hormones, when given in 
large amounts to men, lower the beta 
lipoproteins so that the lipid pattern re- 
sembles that of women. This has nat- 
urally led to a trial of these substances 
in patients with known coronary disease. 
Several series have been reported to have 
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an apparently significant decrease in 
mortality. It is unlikely that this method 
of prophylactic therapy will become 
widespread, however, because of the 
feminizing side effects. There is pro- 
nounced gynecomastia, testicular and 
penile atrophy, and loss of secondary 
male sex characteristics. Patients residing 
in mental disease or veterans’ hospitals 
will undergo types of therapy which pri- 
vate patients will not tolerate. 


THYROID FOR HYPERCHOLESTEROLEMIA 


Hypothyroidism is a frequently over- 
looked contributor in hypercholesterole- 
mia. Whenever elevated serum lipids or 
lipoproteins are found, it is wise to rule 
out its presence by the proper test pro- 
cedures. In this connection, the basal 
metabolic rate should not be discarded as 
it may be minus 20 or minus 25 in the 
presence of a normal blood iodine. The 
administration of thyroid hormones al- 
most always lowers serum lipids when 
hypothyroidism is present. In a euthy- 
roid patient, however, a dose of at least 
4+ gm. daily must be given to main- 
tain a reduced cholesterol and low-den- 
sity lipoprotein level.** This amount of 
thyroid will probably produce symptoms 
of overdosage in most persons and may 
be dangerous in the coronary athero- 
sclerotic patient. It seems likely that the 
therapeutic use of thyroid to lower 
serum lipid levels will be restricted to 
hypothyroid patients in whom it is of 
great value. 


HEPARIN 


The dramatic effect of heparin in clear- 
ing lipemic plasma and reducing the con- 
centration of low-density or beta lipo- 
proteins suggested its use in prevention 
of experimental atherosclerosis. Several 
groups'**4-° have reported that when 
daily injections of heparin are given to 
animals on a high-fat, high-cholesterol 
diet, hypercholesterolemia is decreased, 
the severity of the resultant athero- 


sclerosis is greatly diminished, and there 
is less lipid infiltration of the liver and 
adrenal glands as compared to contro! 
animals. 

At the Cardiac Clinic of the Cedars of 
Lebanon Hospital, we have recently 
completed a comparable controlled ex- 
periment on human subjects.** Over 200 
patients with known previous myocardial 
infarction were alternately placed in 
two groups. Each patient in one group 
received subcutaneously 200 mg. of con- 
centrated aqueous heparin twice weekly, 
the minimum believed necessary to pro- 
duce a substantially decreased average 
concentration of low-density lipopro- 
teins. Each patient in the control group 
received 1 cc. of isotonic saline twice a 
week. In all other respects, therapy was 
identical and fat restriction was not pre- 
scribed. Over a two-year period, there 
were 21 cardiovascular fatalities among 
the controls and 4 in the heparin group. 
The observed difference in deaths, a 
ratio of 5:1, was statistically significant, 
p< .01. These results indicate that hep- 
arin, in the dose and manner admin- 
istered, greatly retards the progress of 
cardiovascular degeneration in patients 
with coronary atherosclerosis. Hemor- 
rhagic complications were infrequent 
and usually of minor importance, and 
there were no hemorrhagic fatalities al- 
though almost 20,000 heparin injections 
were administered. 

Oral anticoagulant drugs are being 
prescribed for patients with a previous 
severe infarct or with multiple infarc- 
tions. Several workers**““’ have reported 
a decrease of from 2:1 to 4:1 in mortal- 
ity. The beneficial effects of this type of 
therapy come from the constant anti- 
coagulant effect produced, since these 
drugs do not lower serum lipoproteins. 
Thus thrombotic complications of 
atherosclerosis are minimized, although 
the underlying atherosclerotic process is 
probably unaltered. This therapy de- 
mands frequent determination of pro- 
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thrombin levels as the danger of hemor- _ serum lipid levels. Certainly much more l 
rhagic complications is always present. is accomplished in this connection by re- 
striction of dietary fat. 
. 

REDUCTION OF OBESITY Atherosclerosis is an episodic disease 1] 

The reduction of obesity is always in- With repeated lipid infiltration into the 

dicated for patients with heart disease, Vascular wall over a prolonged period. 

since this decreases the amount of work As a result, greater benefit will be de- 

that the heart must do. This also lessens rived from prophylactic measures if they 

the possibility of complicating hyper- re applied as soon as the diagnosis of 

tension or diabetes and often helps cor- atherosclerosis has been established. 

rect the diabetes if it is already present. — 

-d iia. A. ‘ Presented at the postgraduate course in dis- 
However, the evidence is conflicting aS eases of the chest, American College of Chest 
to the effect of weight reduction upon Physicians, Los Angeles, December 8, 1955. g 
tl 
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Use of the cervical sympathetic block 





in the early treatment of apoplexy 


GERALD OWEN McDONALD, M.D., 
and GEZA DE TAKATS, M.D. 


CHICAGO, ILLINOIS 


In 1952, approximately 75 per cent of 
the 170,000 people in the United States 
dying of strokes were past the age of 64. 
Figures are not available on the number 
of people who survived such lesions. 
However, it is estimated there are 1,800,- 
000 victims of cerebral vascular disease 
in the United States today." 

The use of the cervical sympathetic 
block in the treatment of the apoplectic 
stroke was first suggested by Leriche and 
Fontaine,” Mackey and Scott,’ and by 
Volpitto and Risteen.* However, it was 
not until 1948, when Gilbert and de 
Takats® suggested a less passive attitude 
toward the treatment of the acute cer- 
ebral vascular accident and presented a 
series of patients treated with cervical 
sympathetic blocks, that much interest 
was shown in its use. Others suggested 
that anticoagulant therapy was prefer- 
able in the treatment of the stroke and 
somewhat of a controversy arose. In a 
recent article one of us summarized the 
evidence for and against the use of the 
cervical sympathetic block in the treat- 
ment of apoplexy.® Some of this evidence 
will be discussed, as will some of the 
peculiarities of cerebral vascular re- 
sponse. 


GERALD OWEN MC DONALD js Clinical instructor in 
surgery at the University of Illinois College of 
Vedicine and serves on the surgical staff of St. 
Luke’s Hospital, Chicago. GEZA DE TAKATS is 
clinical professor of surgery at the University 
and on the senior attending staff of St. Luke’s 
Hospital. 


The early treatment of certain cases of 
apoplexy includes the use of the cer- 
vical sympathetic biock. The differ- 
ential diagnosis of those strokes caused 
by intracerebral hemorrhage from 
those caused by cerebral thrombosis, 
cerebral embolus, and cerebral vas- 
cular insufficiency is difficult, if not 
impossible. Because of this, use of 
anticoagulant therapy appears to be 
contraindicated. Following the use 
of the cervical sympathetic block, im- 
provement follows in approximately 
60 per cent of patients. 


Functional Pathology of Apoplexy 
The cerebral infarct consists of a central 
area of necrosis or softening surrounded 
by an area of vasodilatation, edema, and 
punctate hemorrhage. In the central 
area of necrosis, the parenchymal and in- 
terstitial elements are both destroyed. In 
the intermediate zones surrounding the 
focal necrosis, only the nerve cells and 
the more vulnerable parenchymal ele- 
ments are destroyed, leaving the support- 
ing tissue intact. Surrounding this, in the 
most peripheral portion, no permanent 
alteration in structure takes place. It is 
here that the edema and stasis derange 
function and this we call the area of 
perifocal edema. Hence a corticospinal 
tract traversing the periphery of the cer- 
ebral infarct in the zone of perifocal 
edema begins to function as soon as the 
edema subsides.’ 
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The patient who suffers a massive 
flaccid paraplegia or hemiplegia fre- 
quently improves and subsequently is 
left with limited residual damage. This 
indicates that focal cerebral ischemia 
leading to necrosis must be surrounded 
by a type of cerebral lesion which is re- 
versible. This concept was set forth by 
Leriche? at the time he performed a 
sympathetic block in two postoperative 
hemiplegic patients. He wrote of a halo 
of edema around the ischemic focus but 
stressed vasospastic phenomena. It is not 
necessary, however, to assume any re- 
lease of vasospasm in explaining the sud- 
den improvement in some hemiplegic pa- 
tients after sympathetic paralysis. One of 
us* has emphasized repeatedly that, in 
segmental occlusions of peripheral ar- 
teries, the release of vasomotor tone de- 
creases peripheral resistance, increases 
collateral flow, and thus improves tissue 
nutrition without having to invoke the 
elimination of vasospasm. Edema from 
anoxia or hypoxia of the capillaries oc- 
curs very readily in the brain and is 
seen together with punctate hemor- 
rhages around fresh cerebral infarcts.’ 


Difficulties in Diagnosis 
In the older age group, strokes occurring 
with subarachnoid hemorrhage, subdural 
hemorrhage, or with hemorrhage asso- 
ciated with a cerebral neoplasm are less 
frequent than are those caused by occlu- 
sion or rupture of the cerebral arterial 
tree. Usually these strokes are easily 
identified and, as their treatment is man- 
aged by the neurosurgeon and neurol- 
ogist, we can exclude them from our 
discussion. 

That leaves the far larger group of 
strokes caused by (1) cerebral embolus, 
(2) cerebral thrombosis, (3) cerebral vas- 
cular insufficiency, and (4) frank intra- 
cerebral hemorrhage. The differential 
diagnosis of these is not easy and is often 
impossible. A cerebral infarct occurs as 
the result of the first three processes just 
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mentioned. The infarct may be anemic 
or it may be hemorrhagic. If the patient 
has a history of old rheumatic valvular 
disease, a recent heart attack, or evidence 
of embolic phenomena elsewhere in the 
body, the etiology and type of infarct 
are usually quite apparent. However, the 
hemorrhagic infarct may result from an 
embolic or thrombotic occlusion and give 
rise to a bloody spinal tap, while imme- 
diately following an intracerebral hemor- 
rhage the fluid may be clear. Therefore, 
when an attempt is made to determine 
whether a cerebral infarct or cerebral 
hemorrhage has occurred, the appear- 
ance of the spinal fluid may not be help- 
ful. 

The fact that a cerebral infarct has oc- 
curred does not always mean that an 
embolus or thrombosis is present. Hicks 
and Warren found that in 60 out of 100 
autopsies performed on patients dying 
from cerebral infarct no arterial occlusion 
could be found to account for the in- 
farct.° Apparently, then, a great number 
of infarcts are caused by a narrowing 
or spasm of the cerebral arterial vessels 
resulting in a cerebral arterial insuffi- 
ciency, somewhat analogous to that 
found in coronary insufficiency. Keeping 
these observations in mind, the clinician 
finds that the accurate differentiation of 
cerebral hemorrhage from cerebral 
thrombosis, cerebral embolism, or cer- 
ebral arterial insufficiency is often im- 
possible. 


Treatment and Results 


We feel that anticoagulant treatment is 
absolutely contraindicated because of the 
great difficulty in separating those vas- 
cular lesions caused by hemorrhage from 
those caused by infarct. It is obvious that 
anticoagulant therapy could greatly en- 
danger the life of a patient who has suf- 
fered a cerebral hemorrhage. On the 
other hand, there is no evidence that a 
cervical sympathetic block has ever re- 
sulted in further damage or progression 
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ric. 1. Results of sympathetic block for apoplexy. 


of symptoms, even in the presence of a 
frank cerebral hemorrhage. It has been 
our practice to perform cervical sympa- 
thetic blocks first on the side of the lesion 
and a few hours later contralateral to the 
lesion. This is done if intracerebral or 
extracerebral hemorrhage and brain tu- 
mor can be reasonably excluded. 

The technic of injection is not diffi- 
cult. Either the anterior approach, re- 
tracting the carotid sheath laterally, or 
the lateral approach at the level of the 
sixth cervical transverse process may be 
used. If a Horner’s syndrome does not 
appear within fifteen minutes, the block 
has to be repeated. Following a success- 
ful injection, the contralateral side is in- 
jected in four to six hours. Ten cubic 
centimeters of one per cent procaine 
without epinephrine is used. Although 
the block must be done carefully, no un- 
toward symptoms following injection 
have been observed during the past six 
years, 

In a series of 83 apoplectic patients 
studied recently, embolus was diagnosed 
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in 14, cerebral infarct in 41, intracerebral 
hemorrhage in 23, subarachnoid hemor- 
rhage in one, cerebral venous thrombosis 
in one, and brain tumors in three.® Of this 
group, 55 patients were injected and there 
Was improvement in 32, or almost 60 per 
cent. There was good improvement in 
all the cases of embolism. In the 41 cases 
with infarct, there were failures in 23. 

Figure I shows the summary of a re- 
cent survey of the available literature.° 
In a total of 462 cases, 302, or 65 per cent, 
obtained benefit, and 160, or 35 per cent, 
were failures. Good results were listed 
with the excellent under the heading of 
improvement, and the dubious results 
were listed with the failures. Since this 
chart was prepared, an additional group 
of 71 patients showing a 66 per cent im- 
provement has been reported, thus not 
appreciably influencing the total per- 
centage of success. 


Discussion 
In the small series of 83 patients which 
have been presented, it would appear 
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that the 23 failures in a series of 41 cases 
of cerebral infarct cannot be ascribed to 
the fact that the procedure is valueless, 
but to the fact that we have failed to diag- 
nose those cases in whom the block 
would not have been beneficial. Any pro- 
cedure which shows approximately 60 


per cent beneficial results is one well 
worth adding to the therapeutic ar- 


mamentarium, especially if the method 
is not burdened by serious complications. 
Since the block has been beneficial in all 
cases of cerebral embolism and in a little 
less than half of those diagnosed as cer- 
ebral infarct, we are continuing the use 
of this method, although we recognize 
that our difficulty lies in our inability to 
make a correct diagnosis and know which 
cases will be benefited. 

While we have stressed the beneficial 
results in treatment, we wish to add an- 
other important aspect of the cervical 
sympathetic block—that is, its aid in diag- 
nosis. If an unconscious, paralyzed pa- 
tient improves dramatically following a 
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block, we can be sure that a massive in- 
tracerebral hemorrhage has not occurred 
and that the patient’s condition will im- 
prove unless some added or secondary 
process intervenes. In addition to its 
diagnostic aid and immediate therapeutic 
effect in such a patient, the procedure 
may shorten his hospital stay consider- 
ably because of the rapid removal of the 
perifocal edema. Also the residual dam- 
age may be considerably lessened if the 
block is done early, before the continued 
pressure of the perifocal edema has had 
a chance to cause irreversible damage to 
the delicate cerebral cortex. All of these 
favorable factors make us feel that the 
cervical sympathetic block has been espe- 
cially beneficial in cerebral emboli and 
infarcts and should be more widely used 
by physicians in the treatment of these 
two lesions. 

From the Department of Surgery, University 
of Illinois College of Medicine, and the Cardio- 
vascular Surgical Service, St. Luke’s Hospital, 
Chicago. 
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PSYCHOTHERAPIST dealing with aged persons can act as a sub- 
stitute parent at the beginning of therapy. 


The course of treatment 


should be conducted so that the patient feels the therapist has been won 


over as an ally. 


After this relationship is established, a more realistic 


pattern can evolve. Although aged patients appear depressed and help- 
less, the feelings of frustration and failure may be externalized so as 
to obtain care from and power over other people and the environment. 
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180-187, 1955. 
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The addition of chlorpromazine to 


the treatment program for emotional and 


behavior disorders in the aging 


BENJAMIN POLLACK, M.D. 


ROCHESTER, NEW YORK 


* Not all of the emotional and behavior 
disorders in the older person are caused 
by organic degenerative lesions. Many 
situations which he must face have a 
direct and pronounced emotional impact 
because of the increasing limitations of 
age. Unless there has been a preparation 
to replace former activities with more 
suitable outlets, much distress may result. 
Some of the obvious difficulties arise 
from an unwillingness to slow down, 
lack of preparation for retirement, and 
failure to adjust activities to physical 
needs. Many aging persons have a tend- 
ency to live in the past and to serve oth- 
ers only in accordance with the precepts 
of their own generations. Others cannot 
adjust to the reduced income of later 
years or overlook the need to learn some- 
thing new. They refuse to face reality 
until it is too late, and fail to recognize 
that aging is a gradual process which is 
characteristic of the entire adult life span. 

The older adult should be kept flex- 
ible in his thinking and up-to-date re- 
garding modern technologic and social 
changes. He must have accurate informa- 
tion regarding sources from which help 
is obtainable. The fantasy of retirement 
and old age as a period of a “grand loaf” 


BENJAMIN POLLACK is assistant director of the 
Rochester State Hospital, New York, and serves 
on the board of directors, Rochester Jewish 
Home and Infirmary. 


The troubles of the aging are not all 
caused by physical changes. Loneli- 
ness, idleness, helplessness, hopeless- 
ness, and lack of social and other out- 
lets are common problems. The con- 
trol of emotional disturbance in the 
aged, whether causes are physical or 
functional, may produce immeasur- 
able benefit, not only to the per- 
son himself but to his family. The 
use of chlorpromazine can restore 
some degree of equanimity to all 
members of the household, produce 
helpful changes in the nursing home 
or hospital, and facilitate care and 
treatment and the use of other sup- 
porting measures. 


must be erased, for nature always elimi- 
nates those who have relinquished their 
usefulness. 

All aging people are concerned with 
their emotional and financial security. 
They are often confronted with tradi- 
tional-myths and distortions about the 
so-called uselessness of the older person. 
If they are to continue to have a feeling 
of normality, community ties must be 
maintained and proper outlets for leisure 
time must be provided. Like younger 
persons, they need an outlet for affection 
and expression of affection. Of course 
there may be limitations imposed because 
of physical or other defects, so they can- 
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not engage in their accustomed leisure- 
time activities and in the same type of 
responsibilities or creative experiences. 
Continuous adjustment and substitution 
are necessary in accordance with the 
stern and realistic demands of the envi- 
ronment, culture, and society in which 
they live. 

Who is this old person? Is he 35 or 75? 
He is actually any age at which the de- 
generative or emotional changes have 
occurred, and these changes are greatly 
influenced by the community’s concept 
of an aging person and the difficulty that 
is found in obtaining and retaining a job, 
because of artificial standards of age. 
When a person is faced with physical 
difficulties or frustrations, his previous 
personality defects become exaggerated 
by the added stress and enforced idle- 
ness. The common policy of requiring 
retirement at a stipulated age, such as 65, 
no longer meets the demands of a coun- 
try with the vast resources of our own, 
since it prevents men and women from 
contributing to the younger generation 
their accumulated wisdom and _ experi- 
ence. This type of philosophy adds a 
load of nonproducers which must be 
carried by the producers of our econ- 
omy. When people wake up in the 
morning with a sense of belonging, with 
planned activities and interests, they re- 
main in much better physical and mental 
health. Unrealistic retirement may be an 
important factor in the premature failure 
of a worker’s physical and mental fac- 
ulties. 

Rationale for Treatment 
This preface bears an important relation- 
ship to the rationale for treatment of 
such disturbing emotional conflicts with 
tranquilizing drugs. All the problems of 
everyday living are still present in the 
old person and often are exaggerated by 
the factors we have discussed. In the 
situations involving anxiety, fear, and 
apprehension, these drugs can be of in- 
estimable value. This anxiety is not only 
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destructive to the morale of the individ- 
ual but also to that of his family; reliev- 
ing it will make life much more tolerable 
in the home. 

There are many emotional changes of 
aging which are not primarily the result 
of physical changes but are subject to the 
same laws which govern emotional 
changes and behavior disorders in young- 
er persons when faced with stress and 
frustration. Older persons with such dis- 
orders can be treated at home by the 
general practitioner with much benefit 
and with great relief to the family. Ju- 
dicious counseling by skilled workers 
adds immeasurably to the benefits which 
can be expected from the use of small 
doses of chlorpromazine. 

It is often forgotten that the elderly 
can suffer from purely functional emo- 
tional conditions not directly related to 
physical changes. However, there are 
other groups in which the degenerative 
changes have produced either temporary 
or permanent organic defects. The atti- 
tude of the person to such defect plays a 
considerable role in the final evolution 
of their emotional and personality dis- 
tortions. Obviously a person who is ac- 
customed to an active and energetic life 
is distressed at the prospect of a chronic, 
disabling illness. A patient with such an 
illness may be cared for at home but often 
this is impossible because of the patient’s 
intense emotional reaction to his dis- 
ability. 

There is a large group of patients 
whose emotional disorders are linked 
much more directly with the presence 
of degenerative diseases, particularly 
those with brain degeneration caused by 
cerebral arteriosclerosis or senile changes. 
There is thus added to their emotional 
distress other factors which make their 
care difficult, such as confusion, lack of 
judgment, difficulty in thinking, and in- 
ability to learn, retain experiences, and 
follow direction. Such illnesses may vary 
in intensity from time to time or may be 
characterized by continuous and steady 
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progression. To these milder symptoms 
there may be added frank psychotic 
symptoms such as hallucinations, delu- 
sions, and accusations against relatives 
and friends. 

This creates an extremely distressing 
situation for members of the family and 
the constant supervision and observation 
necessary deprives them of their every- 
day routine, environment, and equanim- 
itv. Many grown children will sacrifice 
themselves and their children for long 
periods because they feel that they must 
repay their parent for the loving-kind- 
ness shown to them in their own forma- 
tive years. 

The presence of great restlessness and 
a tendency to wander adds to the already 
intolerable burden. The reversal of the 
sleep pattern imposes a still greater strain. 
Older people of this type frequently eat 
an inadequate diet because of emotional 
distress, to which may be added con- 
fusion, lack of interest, and perhaps sus- 
picion concerning their food. This fre- 
quently complicates a physical balance 
which has already broken down. 

Such devoted families become frantic 
because they can no longer care for their 
aged parent. With much feeling of guilt, 
they often make arrangements to send 
the aged parent to a nursing home, home 
for the aged, or a state hospital. As is 
well known, these institutions have be- 
come overcrowded with the tremendous 
demand that is placed upon them by the 
community. Many of these patients are 
difficult to care for because they suffer 
from chronic degenerative physical dis- 
orders, accompanied by much emotional 
distress, associated with irritability, sus- 
picion, dissatisfaction, hopelessness, and 
resentment. There may be definite men- 
tal changes such as confusion and disor- 
ientation, which may be progressive or 
have periodic fluctuations in clarity. 
Some of these changes may be caused by 
feeding difficulties, lack of proper vita- 
mins, and deficiency of protein intake. 





However, with newer therapeutic 
treatment and stress upon rehabilitation, 
older concepts must be changed from 
hopelessness to optimism. Such persons 
should no longer be admitted to institu- 
tions with the thought that they are to 
remain there for life. The ultimate goal 
must be physical and mental restoration. 
The initiation of active rehabilitative 
measures may make them more comfort- 
able and result in discharge of a consider- 
able number. The ultimate goal must be 
physical and mental restoration. 

It has been demonstrated frequently 
that when elderly persons engage ac- 
tively in creative, recreational, and other 
activities, their physical and emotional 
states improve much more rapidly or 
symptoms advance much more slowly 
than when they are treated only for a 
specific physical disorder. 

Today we are learning to look not at 
the sick but at the well, not at the idle 
but the busy, not at the unloved but the 
loved, not at the hopeless but at those 
who are instilled with a feeling of faith. 
No longer do such individuals enter 
homes for the aged or state hospitals with 
the thought of sitting and waiting for 
death. 


Clinical Study—Materials and 

Methods 
What can be done in this field is exem- 
plified by the program of the Rochester 
Jewish Home and Infirmary, a progres- 
sive institution with more than 200 pa- 
tients. Active rehabilitative measures, 
consisting of occupational therapy, rec- 
reational therapy, and a volunteer pro- 
gram bringing contact with the outside 
world, have been used for some time. 
Half of these patients suffer from chron- 
ic physical disorders which require bed 
care. Many of the ambulatory patients 
have emotional disturbances which make 
their care difficult because of cantanker- 
ous, irascible, and suspicious attitudes. 
Clubs whose membership included both 
in- and outpatients were established, but 
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there still remained a large number of 
patients who could not cooperate be- 
cause of confusion, excitement, restless 
behavior, and feelings of hostility. 

In October 1954, chlorpromazine was 
added to the rehabilitation program, in 
order to make these people more amen- 
able to other treatment. measures. Over 
100 patients from the infirmary and 
other wards were treated with chlorpro- 
mazine, and to date 33 are still under 
treatment. The drug was administered 
initially to those who were depressed, 
apprehensive, fearful, aggressive, noisy, 
or resistive. In addition to this group 
there were many patients suffering from 
physical disorders in whom anxiety states 
or hostile attitudes had developed be- 
cause of the chronicity of physical ail- 
ments. Others were suffering from much 
pain, associated with terminal carcinoma. 


Results 
The use of chlorpromazine produced a 
rapid and pronounced change in the at- 
mosphere of the Home. The patients be- 
gan to eat and sleep better, were calm, 
agreeable, and sociable and, with asso- 
ciated rehabilitative measures, began to 
take an interest in their environment and 
in life itself. Many lost their confusion, 
possibly because of decreased activity 
and increased appetite, with a more 
varied and adequate intake of food. Com- 
plaints of pain decreased. The effect up- 
on the other residents of the Home was 
noticeable, with obvious decrease in the 
disturbing noises and behavior previously 
characteristic of the wards. 

With increasing cooperation of such 
patients, it was possible for employees to 
take part in other activities for the bet- 
terment of the patients. There was also 
an improvement in their morale, since 
they worked under less tension and in a 
more agreeable environment. The atti- 
tude of the personnel changed from that 
of routine custodial care to one of inter- 
est and personal concern, with emphasis 
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upon the everyday activities of the pa- 
tients and attempts to get them well. 
Under this change it was possible to send 
to occupational and recreational therapy 
many patients who had been unable to 
partake in the full facilities of the Home 
because of their confused or belligerent 
attitudes. 

These patients also became more ac- 
cepting of family relationship and greet- 
ed their families with anticipation instead 
of resentment. This resulted in a dis- 
charge of patients to their homes or per- 
mitted them to go home on short visits. 
The morale of the family also improved, 
as they had fewer feelings of guilt for 
having sent their relative to an institution. 

Still another result which was noted 
was a pronounced decrease in the use of 
analgesics and sedatives, such as barbitu- 
ates and paraldehyde, despite the fact that 
the dosage of chlorpromazine was often 
very small, averaging 30 to 200 mg. per 
day. The drain upon employees’ time 
was also decreased in that a great many 
of the patients became tidy in their hab- 
its and no longer wet or soiled. The 
night shift also had more time to attend 
to the physical needs of other patients, 
since the majority of those receiving 
chlorpromazine were now able to sleep 
through the night. 

One of the great problems of state 
hospitals today is the overwhelming num- 
ber of admissions of the aged for mental 
illness. At present, this number comprises 
40 to 60 per cent of all admissions. Many 
patients are difficult to care for because 
of confusion, excitement, suspicions, hal- 
lucinations, and resistive and poorly co- 
operative behavior. At the Rochester 
State Hospital, over 200 patients of this 
type were treated with chlorpromazine 
in the past two years, out of a total group 
of over 1,500 treated patients suffering 
with mental illnesses from other causes. 
Older patients were selected because of 
difficult behavior and emotional reac- 
tions, and this is the only type of patient 
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who was treated with chlorpromazine. 
The improvement in behavior shown by 
many of this group was again unexpect- 
ed, as well as the improvement in mental 
conditions shown in some cases. 


Complications and Side Effects 


The treatment of the elderly patient with 
chlorpromazine is not without some de- 
gree of danger. As is well known, ad- 
ministration may be followed by hypo- 
tensive reactions which are much more 
pronounced when the medication is given 
parenterally and less so when given 
orally. These reactions occur less fre- 
quently than was first anticipated and 
appear chiefly in persons with an un- 
stable vascular system, often associated 
with hypertension which varies from 
day to day. Since it is seen most often 
as an orthostatic reaction, it is wise to 
have the patient lie down for an hour or 
two for the first two or three days of 
treatment. If this reaction is to take 
place, very often it does so in the first 
few days of treatment and then, like 
other complications, will disappear fol- 
lowing an interval of treatment. The 
patient can be up and about without this 
precaution after it has been noted that 
the hypotensive phenomenon is no long- 
er present. Infrequently premature 
thrombi or emboli may develop if this 
precaution is not observed. 

Jaundice occurs in 0.5 to 5 per cent 
of treated patients. Why there should be 
such a variation is difficult to under- 
stand, but this has been demonstrated in 
our series. The frequency varies not only 
in the different periods of the year but 
also in similar seasons and similar set- 
tings. It produces few symptoms, al- 
though there have been some complaints 
of general malaise, chilliness, pruritus, 
and gastrointestinal distress. Although 
the general practitioner views this jaun- 
dice with alarm, it is our feeling that the 
jaundice is self-limited and requires little 
treatment. There have been no compli- 





cations from jaundice in our series. It 
appears to be caused by the body’s at- 
tempt to restore its balance. The tem- 
porary reaction consists of a swelling of 
the bile canaliculi chiefly through the in- 
vasion of lymphocytes, causing biliary 
obstruction. Chlorpromazine, if contin- 
ued, probably does not aggravate this 
condition, but it is our practice to dis- 
continue its use. We have treated such 
patients again at a later date, and, except 
in two patients, there has been no recur- 
rence of jaundice. 

Dermatitis in the form of maculopapu- 
lar eruptions, particularly on the exposed 
parts of the body, occurred in 4 per cent 
of our patients. Nurses giving intramus- 
cular injections often develop a contact 
dermatitis and should wear gloves when 
giving chlorpromazine. 

Hypotensive changes may be noted in 
complaints of headache, dizziness, or oc- 
casionally of fainting. Fainting is un- 
common, but in patients with an un- 
stable cardiovascular system it is well to 
give the initial dose with the patient ly- 
ing recumbent, particularly if the medi- 
cation is given intramuscularly and less 
so when it is given orally. Some elderly 
patients show a tendency to persistent 
drowsiness, which may be overcome by 
the judicious use of dexedrine, 5 mg. 
once or twice a day, either in single tab- 
lets or in the form of spansules. At times, 
patients may complain of blurred vision, 
tremor, or unsteadiness. Reflexes are not 
as prompt at first, so that outpatients un- 
der treatment should be warned against 
driving cars or working with electrical 
machinery. Most of these symptoms dis- 
appear within a week or two when the 
body has established a new balance. 

Other patients may complain of dry- 
ness of the mouth, stuffiness in the nose, 
and occasionally of gastritis and consti- 
pation. The last complication must be 
guarded against, particularly in older 
patients. From time to time there may be 
tachycardia. Cardiovascular collapse is 
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rare, but has been noted particularly 
when the initial dosage was high and 
was administered suddenly without pre- 
liminary testing with smaller doses. If no 
complication occurs the first time, then 
symptoms associated with the heart or 
vascular system do not usually appear. 
Improvement in appetite is the rule, so 
that patients begin to eat well and gain 
weight. 

Parkinsonism is unusual, except in cases 
in which dosages are high, usually 800 
mg. or more. Such high dosage should 
never be used in elderly people. In a few 
rare instances parkinsonism has occurred, 
however, with relatively small doses of 
200 to 300 mg. per day. It is well to reg- 
ulate the dosage according to the needs 
of the patient. Sleep can be promoted by 
giving 10 to 25 mg. chlorpromazine 
about an hour before the expected time 
of retirement. 

It is wise to begin chlorpromazine 
therapy by using small 10-mg. doses 
three times a day. It is often surprising 
that small doses in the elderly person 
may be quite effective, but if these are 
not, then dosage may be increased to a 
maximum of 100 to 200 mg. per day, 
given in three to four doses with the last 
at bedtime to promote sleep. After a 
period of treatment, it may be necessary 
to give only one dose of 25 to 50 mg. 
at night which may be adequate in itself 
and persist for the entire day. 


Discussion 


Many pronounced changes have occurred 
in the behavior patterns of such dis- 
turbed patients, particularly in those who 
are suffering from a psychosis caused by 
arteriosclerosis, and to some degree also 
in those with senile psychosis. Unex- 
pectedly, a number of such patients im- 
proved not only in behavior, but in men- 
tal capacity, so that they lost their delu- 
sions, hallucinations, and even their con- 
fusion. In many patients, however, con- 
fusion and disorientation persisted with 
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great improvement in behavior. Thus 
they were less of a problem from the 
standpoint of supervision, feeding, sleep- 
ing, and cleanliness. Chlorpromazine im- 
proves the appetite, so that following 
adequate intake of food and decreased 
restlessness and excitement, these patients 
gained in weight and improved physi- 
cally. The changes which occurred in 
behavior and psychoses in this group of 
patients are shown in the accompanying 
table. 





Behavior Psychosis 
Recovered | ete ecw pe 0% 
Greatly improved Oe): Pawns 9% 
Much improved .. A: Seen: <a Ro 
Improved BO. ans oO 
Unimproved 5) | re, 2 





This table includes only patients who 
were admitted to state hospitals because 
of frankly psychotic symptoms which 
made it impossible to care for them else- 
where. It can be noted that 74 per cent 
of carefully selected patients demonstrat- 
ed a noticeable improvement in behav- 
ior. Coincident with this, and also be- 
cause of increased rest and better sleep 
and diet, mental symptoms improved in 
30 per cent of patients. In a few pa- 
tients, improvement was of such degree 
that they could be returned to and cared 
for at home. In some, mental symptoms 
seemed to disappear entirely, but this 
number was very small. 

It must be remembered that when 
such patients are released to their homes 
they must be continued on small main- 
tenance doses of the drug. This same 
type of therapy can be given to the aged 
person in his own home or in a nursing 
home. 

This field has opened up a wide ave- 
nue of treatment for the general prac- 
titioner, who is often faced with urgent 
demands by family members for some 
type of effective therapy to control the 
restlessness and emotional turmoil of an 
elderly relative. This is a field of great 
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usefulness and one which is now being 
explored and developed more thor- 
oughly. 

It must also be emphasized that chlor- 
promazine therapy should at all times be 
under the guidance of a physician. When 
indicated, superficial and supporting 
psychotherapy, counseling, and guidance 
must be provided to enhance the effec- 
tiveness of the medication. By means of 
chlorpromazine, the patient who is faced 
with supposedly intolerable emotional 
distress is made much more tranquil and 
anxious to accept guidance and help. 


Conclusions 
This paper is a brief report indicating 
various factors which may produce emo- 
tional changes in the elderly patients. In 
this way the rationale for treatment of 
such situations with tranquilizing drugs 
and the use of counseling and environ- 
mental manipulation becomes apparent. 
When rehabilitative measures are insti- 
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tuted in addition to the use of chlorpro- 
mazine, much greater and permanent re- 
sults can be obtained. The need for con- 
tinuous supervision by a physician is 
emphasized. 

With proper therapeutic measures, it 
can be anticipated that old persons who 
have required care in a nursing home, in 
a state hospital, or home for the aged 
primarily because of emotional and be- 
havior disorders, may improve to such 
a degree as to make possible their re- 
turn to care in their own homes. Chlor- 
promazine is not a cure-all, but can help 
reduce the emotional and behavior prob- 
lems of older patients and make life for 
their families much more pleasant. It 
must be emphasized that to obtain effec- 
tive result there must be a careful selec- 
tion of patients for treatment. 


The opinions expressed in this paper are those 
of the author and do not necessarily reflect the 
views of the two institutions mentioned. 
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Ir Is ESTIMATED that three-fourths of aged persons with psychiatric 
problems can be successfully treated. The neurotic aged usually come 
to the psychiatrist with complaints of physical ills. The psychiatrist 
prescribes for these conditions first, giving the patient a concrete sign 
of care. Afterward, the basic neurosis is treated by psychiatric therapy. 

Emotional maladjustment in old age is caused by increased per- 
sonality rigidity, fewer sources of pleasure, and environmental factors. 
Frustrations result in emergency behavior with emotions of fear and 
rage. Therapy allows the expression and release of these feelings. The 
patient is given a sense of dignity and purpose despite the dependency 


of old age. 
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bacterial allergy 


Frailty of old age and 





I. A. PARFENTJEV, D.Sc. 


NEW HAVEN, CONNECTICUT 


® Our studies on laboratory animals, in 
agreement with clinical reports, indicate 
that allergy may aggravate the diseases 
of old age. 

We observed in mice the development 
of hypersensitivity during the life span’ 
and were later able to demonstrate, in 
aged mice, an increase of sensitivity to 
histamine, to bacterial antigens, and to 
various infections with gram-negative 
bacteria. We were able to produce ex- 
perimentally a similar type of hypersen- 
sitivity in young mice by sensitizing 
them with Hemophilus pertussis vaccine. 
For instance, all mice in early life are 
refractory to histamine, but can be sen- 
sitized to this drug by the injection of 
H. pertussis vaccine? (table 1). However, 
this phenomenon is limited to certain 
strains of mice.** In such susceptible 
strains, we found that, in old age, many 
animals without vaccination became sen- 
sitive to histamine. 

The development of hypersensitivity 
to bacterial antigens during the life span 
is a more common phenomenon and does 
not depend so much on the strain of 
mice. This could be demonstrated even 
in the strains of mice refractive to hista- 
mine sensitization. For instance, mice of 
some strains which, after injection of 
H. pertussis vaccine did not develop sen- 
sitivity to histamine, could be killed by 
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It was observed that old mice devel- 
oped a susceptibility to certain species 
of gram-negative bacteria, bacterial 
toxin, and histamine, possibly caused 
by sensitization by bacterial antigens 
during the life span. This suscepti- 
bility was duplicated experimentally 
and similar susceptibilities were in- 
duced in younger mice by sensitizing 
them with pertussis vaccine. 


anaphylaxis after repeated injections of 
larger doses of antigen which are harm- 
less for normal animals. 

While studying the effect of aging on 
susceptibility to bacterial antigens, we 
found that a lethal dose of Shigella endo- 
toxin was much smaller for older mice." 
Our data supported the earlier observa- 
tions of Burky’ that young rabbits were 
more resistant to staphylococcus toxin 
than old animals. 

In our experiments, we were able to 
increase the susceptibility of young mice 
to both H. pertussis nucleoprotein and 
Shigella endotoxin by injection of H. 
pertussis vaccine.** In an earlier paper,’ 
we reported that immunization with H. 
pertussis produces specific resistance to 
invasion by this organism’? and at the 
same time lowers the resistance of im- 
munized mice to Shigella endotoxin, to 
vaccine of Brucella and Bronchiseptica, 
and to various infections with gram-neg- 
ative bacteria (table 2). Apparently im- 
munization with H. pertussis vaccine pro- 
duces specific immunity and nonspecific 
allergy. Normal mice during aging be- 
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TABLE 1 
MORTALITY FROM HISTAMINE* OF CARWORTH 
MICE} OF DIFFERENT AGES 





Young mice 


injected 
Normal young with H. 
Old ex-  miice several pertussis 
breeders months old vaccine 
19/31 11/61 18/19 
Mortality .. OU96 vin | Ono os 5% 








*Dosage 50 to 500 mg. per kilogram. 7Strain CFW. 


came more susceptible to Shigella endo- 
toxin and to infections with several gram- 
negative bacteria, a reaction similar to the 
effect of the immunization with H. per- 
tussis vaccine. 

These data indicate that the greater 
susceptibility of old mice to certain bac- 
terial products and to the types of in- 
fection described may be caused by sen- 
sitization by contact with microbes dur- 
ing the life span. Bacteria of intestinal 
flora, including gram-negative organ- 
isms, may be a permanent source for 
such contacts. In our earlier paper,® we 
also discussed the common antigen in 
gram-negative bacteria which may be 
responsible for the acquired nonspecific 
hypersensitivity shown in our tests. Con- 
trary to this, mice did not develop hy- 
persensitivity to what was for them the 
less common infectious agent, such as in- 
fluenza virus.'! In this case, the older 
mice appeared to be more resistant to 
virus than the young mice. However, 
mice of all ages can be sensitized to in- 
fluenza virus by injections of H. pertus- 
sis vaccine. 


Similarly, development of hypersen- 
sitivity in human subjects was reported 
in connection with diseases of old age. 
The role of bacterial antigens has been 
discussed in the literature with regard to 
rheumatoid arthritis, a disease more fre- 
quent after age 65 than in an earlier pe- 
riod of life. The frequency of typical al- 
lergic diseases such as hay fever also in- 
creases in people over 65.'* The hyper- 
sensitivity to bacteria and their products 
can be induced in human subjects with 
vaccination and also by direct contact 
with microbes. In a clinical study, older 
children developed sensitivity to repeat- 
ed injections of toxoids, diphtheria, and 
tetanus, and some showed local and sys- 
temic reactions.'* These reactions became 
less frequent after the introduction of 
purified toxoids." 

Although satisfactory control of a few 
diseases, such as smallpox and diphtheria, 
was achieved through immunization, the 
indiscriminate injection of bacterial an- 
tigens may be dangerous by inducing 
lasting hypersensitivity. As our experi- 
ments show, such sensitivity may not be 
specific and can lead to lowering resist- 
ance to a variety of infections, including 
gram-negative bacteria and _ influenza 
virus. The putrefactive bacteria of in- 
testinal flora should be noted as a source 
of permanent contact with microbes 
such as E. coli, Cl. welchii, and others. 
For a long time it was believed that poi- 
soning by the metabolic products of 
these microbes might aggravate senility.’* 

Today we are familiar with a long list 
of so-called “ptomaines”’—that is, sub- 


TABLE 2 


MORTALITY OF YOUNG AND OLD MICE* FROM INJECTION OF LIVE BACTERIA AND ENDOTOXIN” 





Proteus 
0X19 inoculated 
By billion live cells 


Young Old Young Old 


Brucella suis 
1.5 billion live cells 


10% 83% 21% 56% 


Pasteurella 
multocida Shigella endotoxin 
few hundred cells 0.3 mg. 
Young Old Young Old 
4% 74% 31% 94% 





*Strain CFW. 
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in varying degree and 


toxic 
stemming from protein and amino acids 
resulting from the action of putrefactive 
bacteria in the human intestine, such as 


stances 


tvramine, histamine, cadaverine, putre- 
scine, indole, skatole, p-phenol, p-cre- 


sole, and others. Some of these products 
having a strong pharmacologic action are 
adsorbed in the blood. Although the 
amounts taken in are minute, the adsorp- 
tion may be significant, since it takes 
place during the entire life span. More- 
over, the concentration of some of these 
products in the blood increases in certain 
cases, as in derangement of the normal 
function of liver and kidney.'* Besides 
the injurious effect of ptomaines, our 
own research points to the possibility of 
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sensitization by certain putrefactive mi- 
crobes. We have found that, in both 
human beings and in chickens, the titer 
of Proteus antibodies in the serum rises 
with age.'*"° 

In this discussion we have compared 
the susceptibility to certain infections in 
old age with the effect of sensitization 
by bacterial antigens. The participation 
of similar phenomena in the development 
of the senility syndrome is anticipated. 


An abstract of this paper, under the title, “Age 
and Susceptibility to Infections in Mice,” ap- 
peared in ]. Gerontol. 10: 468, 1955. This inves- 
tigation was supported in part by aresearch grant 
(USPHS C 1201 | c5\) from the National Cancer 
Institute of the National Institutes of Health, 
United States Public Health Service. 
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Resutts of a recent study suggest that hypertensive patients secrete 
relatively large amounts of aldosterone. These findings possibly explain 
the abnormalities of sodium metabolism in those patients and the occur- 


rence of hypertension in cases of adrenal hypercorticism. 


They also 


suggest that the human arterial hypertension could be caused by a state 
of mild and chronic hyperaldosteronism. 


J. GENEST et al: 


steronism? Science 123: 503-504, 1956. 
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Human arterial hypertension: 


a state of mild chronic hyperaldo- 
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Ophthalmic problems in diabetes 





LOUIS W. STATTI, M.D. 


PITTSBURGH, PENNSYLVANIA 


* Retinal changes present the most se- 
rious problem confronting the ophthal- 
mologist as far as the diabetic patient is 
concerned. Since the introduction and 
widespread use of insulin, the longevity 
and usefulness of the person suffering 
with diabetes have increased, and, by the 
same token, many more visual complica- 
tions are seen. With proper control, vision 
can be retained and other ocular complica- 
tions avoided or retarded for many years. 

Total loss of vision is tragic, and the 
physician treating the diabetic patient 
with progressive retinal changes must 
make sure the patient understands the 
necessity for proper dietary control and 
insulin treatment. 

A great many cases of diabetes are first 
diagnosed by the eye physician, usually 
on a routine eye examination. There are 
many subjective and objective signs and 
symptoms besides the classical ones of 
polyuria and polydipsia—loss of strength, 
shortness of breath, increased appetite, 
loss of weight, and peripheral neuritis. 
The ophthalmologist should be on the 
alert for these additional signs indicating 
the presence of diabetes. 

Diabetes is a metabolic disease in which 
not only the retina is involved, but also 
the cornea, optic nerve, accommodation, 
lens, refraction, iris, extraocular muscles, 
and intraocular pressure. The disease is 
more frequent in women than men. It 
can occur in any age group but it is more 
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Loss of vision in diabetes can be 
avoided or retarded for many years 
when there is rigid control of diet 
and . scientifically regulated adminis- 
tration of insulin. Although the man- 
agement of diabetes is primarily in 
the hands of the internist, many dia- 
betics are first discovered by the 
ophthalmologist on routine eye ex- 
aminations. More ocular complica- 
tions of diabetes are seen today be- 
cause of the increased longevity of 
these patients since the use of insulin. 


frequent in those over 40. Obesity and 
heredity are definite factors. 

The more frequent ocular manifesta- 
tions and complications will be described 
under their respective headings. 


REFRACTIONS 

Sudden changes in refractive errors 
should make one suspect the presence of 
diabetes. As the blood sugar concentra- 
tion varies, the refractive state of the eye 
may change from hyperopia to myopia 
and vice versa. These changes, according 
to Duke-Elder,! have been attributed to 
fluid entering the lens osmotically, caus- 
ing myopia. Under treatment, the condi- 
tion is reversed so that the fluid drains 
from the lens, causing hyperopia. There- 
fore, regardless of the cause, sudden 
changes in refractive errors call for a 
blood sugar examination or at least a 
urinalysis. Glasses should not be pre- 
scribed until at least three to six weeks 
after the refractive state has been stab- 
ilized. These refractive changes occurring 
in a known diabetic patient will also 
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give a clue as to whether there has been 
a relapse or if the treatment has been too 
severe. 


EXTRAOCULAR MUSCLES 


Diplopia is not a common symptom, but 
when it does occur, it is usually the sixth 
nerve that is involved. Double vision may 
be the first symptom. Recovery is slow, 
usually taking about three months. Dur- 
ing that time the patient is advised to 
wear an occluder. 


IRIS 

Newly formed vessels may be noted 
about the sphincter of the iris. This con- 
dition is called rubeosis iridis diabetica, 
and its presence carries a poor prognosis. 
Secondary glaucoma, anterior chamber 
hemorrhages, poor response to eye med- 
ication, and any attempt at surgery will 
result in the certain loss of the eye. 


LENS 

The true cataract of diabetes is rare and 
is almost always seen in young patients. 
The opacities are subcapsular and like 
snowflakes in appearance. The opacity 
progresses rapidly to maturity. There are 
several theories as to the possible causes 
of diabetic cataracts but according to 
Duke-Elder the hydration of the lens by 
osmotic infiltration is the most accept- 
able. 

According to Kirby,’ Weisser* and 
from personal observation, senile cataract 
is more frequent in diabetic than in non- 
diabetic patients. The incidence of cat- 
aracts increases with the duration rather 
than with the severity of the disease. 
Visual results following cataract surgery 
in the diabetic patient depend on whether 
retinopathy is present and whether the 
macular area is involved. The true cat- 
aract of diabetes that occurs in young 
people is more easily removed by linear 
extraction. Operation for senile cataracts 
in the diabetic patient offers no particular 
problems over the ordinary cataract ex- 
traction. The patient is usually hospital- 
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ized for a few days before surgery to 
make certain that the diabetes is under 
control. No insulin is given on the day of 
operation. The visual prognosis should 
be guarded in all cases in which lens 
opacity has prevented examination of the 
retina. 


OPTIC NERVE 

Optic neuritis is rarely seen as a compli- 
cation of diabetes. More often noted is 
optic atrophy but this, too, is largely 
associated with arteriosclerotic changes. 
I have seen several diabetic patients with 
progressive primary bilateral optic at- 
rophy, but according to many ophthal- 
mologists this change is probably on a 
vascular basis. 


RETINA 

The largest group of complications is 
associated with diabetic retinopathy, and, 
as mentioned before, these retinal changes 
increase with the greater longevity of the 
patients. The retinal pathology is di- 
rectly related to the duration of the dis- 
ease and not to its severity. 

The retinopathy of diabetes can occur 
as a separate entity, although in patients 
over 40 it is almost always associated with 
hypertension, arteriosclerosis, and renal 
damage. The characteristic changes are 
usually bilateral and are found in the area 
between the upper and lower retinal 
temporal vessels and in the area about the 
optic nerve. The disk is always normal 
in appearance; there is never any sign of 
edema or swelling. The veins are dis- 
tended and are usually darker than 
normal. 

Small round microaneurysms and 
punctate hemorrhages are noted along 
the course of the superior and inferior 
temporal veins; these changes may be the 
earliest and only signs of diabetic retino- 
pathy. From this point, the retinal 
changes vary greatly with the duration 
of the disease and its association with 
arteriosclerosis, hypertension, or renal 
disease. Visual disturbances depend on 











the degree of involvement of the mac- 
ular area. 

There is no treatment for diabetic re- 
tinitis aside from the treatment of the 
diabetes. It has been assumed that, by 
maintaining a nearly normal blood sugar 
level, the hemorrhages and exudates will 
disappear or absorb. What really hap- 
pens is that the retinal changes undergo 
periodic remission and_ exacerbations. 
Many ophthalmologists, including my- 
self, are using rutin, ascorbic acid, hesper- 
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idin, vitamin P complex, and testosterone, 
but their value is highly problematic. 
There is no doubt that the patient who 
maintains good control of the disease will 
present fewer problems than the patient 
who fails to control it. In some of the ad- 
vanced cases associated with vascular dis- 
ease, the treatment should also be directed 
toward the vascular system as well as 
toward the diabetes. 


Presented before the Pennsylvania State Med- 
ical Society, September 21, 1955. 
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a Special Issue on 


Care of the Elderly Cancer Patient 


Guest EpiTor for this issue is Dr. Charles S. Cameron, medical and 
scientific director of the American Cancer Society. The papers and 


authors will include: 


Age of Patients in Relation to Radical Cancer Surgery, by ALEXANDER BRUNSCHWIG, 
M.D., Memorial Center for Cancer and Allied Diseases, New York City. 


The Care of Patients with Advanced Cancer, by F. 


HOMBURGER, M.D., director of 


the Cancer Research and Cancer Control Unit, Tufts University School of 


Medicine, Boston. 


Skin Cancer: Diagnosis and Management in the Elderly Patient, by ALEXANDER 
WILLIAM YOUNG, JR., M.D., assistant physician to out-patients, The New York Hos- 


pital, New York City. 


Precancerous Dermatoses, by SAMUEL M. BLUEFARB, M.D., assistant professor of der- 
matology at Northwestern University Medical School, Chicago. 


Some Nonspecific Cutaneous Lesions Associated with Internal Cancer, by SAMUEL 


M. BLUEFARB, M.D. 


Place of Radioactive Isotopes in Cancer Therapy, by JUSTIN J. STEIN, M.D., pro- 
fessor of radiology, University of California School of Medicine at Los Angeles. 


The Suitability of Home Care for the Cancer Patient, by 1. ROSSMAN, M.D., associate 
attending physician, Neoplastic and Medical Divisions, Montefiore Hospital, 


New York City. 
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SOCIOMEDICAL PROGRESS 





Socialization of the aged 


A study of chronically ill men in 


a veterans administration center 


NORMAN TALLENT, Ph.D. 
and DANIEL LUCAS, Ph.D. 
KECOUGHTAN, VIRGINIA 


® Experience and several studies suggest 
that the combination of old age and in- 
stitutionalization is associated with de- 
creased social activity and lessened inter- 
est in the environment. In one study, for 
example, when elderly veterans were 
asked how they used their free time, they 
frequently indicated passive solitary in- 
terests and a lack of close ties to fellows. 
A study at the Veterans Administration 
Center at Martinsburg, West Virginia, 
reached similar conclusions regarding the 
residents of its domiciliary.’ In a study of 
two homes for the aged in the Detroit 
area, tendencies to social isolation were 
noted, with “almost no integration based 
on mutual choice among male subjects.’”” 

The present study was designed to gain 
further data on this problem through an 
evaluation of the extent and pattern of 


NORMAN TALLENT is chief of clinical psychology 
and DANIEL Lucas is a Clinical psychologist at 
the Veterans Administration Center at Kecough- 
tan, Virginia. 
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A measurable trend to greater social- 
ization was found among ambulatory 
geriatric patients for whom an inten- 
sive activities and therapeutic program 
was provided as compared to those of 
a similar level of infirmity who did 
not have such a program. In general, 
the sample of institutionalized geri- 
atric men who were studied evidenced 
considerable social isolation. 


socialization among elderly, institutional- 
ized men in a Veterans Administration 
Center. 

In addition, a recently inaugurated pro- 
gram for treatment of elderly chronic 
patients, providing care between that 
ordinarily available in a general hospital 
and in a domiciliary,’ offered an oppor- 
tunity to study differences in socializa- 
tion between men in domiciliary units 
and men on a hospital service designed 
for chronic patients but governed by the 
“total push” philosophy. A major objec- 
tive was to determine if this hospital pro- 
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gram, embodying increased Special Serv- 
ice activities, greater use of therapeutic 
modalities, and emphasis on acceptance of 
the patient by staff members, is asso- 
ciated with evidences of greater sociali- 
zation. Socialization, because of its rela- 
tion to adjustment and to rehabilitation 
prospects, is an important consideration in 
treatment programs, particularly among 
the aged. 

Data concerning the socialization of old 
people are also prerequisite to a rational 
approach to group organization. The in- 
stitution of self-government and ‘self-dis- 
cipline programs demands an ability to 
recognize leaders, isolates, cliques, and the 
degree of integration of a unit. Any 
planned program of social reorganization 
must first take into consideration the ex- 
isting structure. 


EXPERIMENTAL METHOD 
The subjects of this study were from the 
domiciliary and the hospital at the 
Kecoughtan Veterans Administration 
Center. The dwelling units of the domi- 
ciliary are known as sections, each of 
which is divided into four rooms. The 
residents of the domiciliary are known 
officially as “members,” and all are under 
treatment for medical conditions. VA 
regulations require that those admitted to 
the domiciliary have both legal and med- 
ical eligibility. 

The hospital patients were from that 
part of the hospital designated as the In- 
termediate Service. Patients accepted on 
this service are largely domiciliary mem- 
bers whose chronic illnesses are such as 
to unfit them for the degree of self-suf- 
ficiency required in the domiciliary, but 
who do not require the care that a gen- 
eral hospital affords to acute cases. 

Domiciliary members are assigned to 
three categories of sections according to 
the care required—general, minimum, and 
maximum. Members of a general care 
section are able to carry out activity as- 
signments requiring one level or another 


of physical exertion. Those in a minimum 
care section show sufficient physical in- 
competence to require that their work 
responsibility be limited to keeping their 
beds and lockers in orderly condition. 
Those assigned to a maximum care sec- 
tion are not regarded as capable of per- 
forming even such minimal chores. Mem- 
bers in maximum care sections tend most 
closely to approximate the level of in- 
firmity found on the Intermediate Serv- 
ice. In fact, a sizable proportion of pa- 
tients on this service were formerly max- 
imum care members. 

Further identification of the subjects 
takes cognizance of the extrinsic var- 
iables with which this study is concerned: 
the Special Service activities program, 
the treatment program, and relationship 
between staff and patients. With respect 
to these variables, a difference exists be- 
tween the domiciliary as a whole and 
the Intermediate Service. 

The Special Service program on the 
Intermediate Service is more intensive 
and larger in scope than that of the 
domiciliary. The time budget of this or- 
ganization is appreciably higher for the 
Intermediate Service. Volunteer partici- 
pation is also given special emphasis. To- 
gether, the Special Service staff and the 
volunteers provide a program which gen- 
erally requires active participation of pa- 
tients. Included are such group activities 
as dramatics, music and motion picture 
programs, adapted sports activities, and 
library services. Council groups, in which 
a staff member joins with the patients in 
planning activities, is another unique fea- 
ture. Perhaps the greatest difference be- 
tween the Special Service programs in 
the two situations is that the many activ- 
ities are brought to the building. When 
the men must seek out their own activ- 
ities, even though this may involve such 
a simple matter as walking to the theater, 
the rate of participation tends to drop. 

Participation in the therapeutic pro- 
gram of the Physical Medicine and Re- 
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habilitation Service differs greatly be- 
tween the men in the domiciliary and 
those on the Intermediate Service. Dom- 
iciliary members, perhaps not conceiv- 
ing of themselves as patients, often re- 
sist assignment to therapeutic activities. 
Fewer than 10 per cent of the members 
are assigned to one or more forms of 
therapy—occupational, physical, correc- 
tive, and blind therapy. Attendance, 
which is voluntary, is about 60 per cent. 
By contrast, all patients on the Intermed- 
iate Service are assigned to one or more 
forms of treatment, and attendance is 
about 95 per cent. 

Opportunities to experience accept- 
ance are considerably greater on the In- 
termediate Service than in the domicili- 
ary. The larger number of volunteers 
who come to the Intermediate Service 
provide social stimulation by means of 
conversation. Some volunteers single out 
certain patients for individual attention— 
“adopt” is the term used. The hospital 
structure of the Intermediate Service also 
permits a higher staff-patient ratio than 
can be provided in a domiciliary, so that 
patients have greater contact with per- 
sons who have a constructive orientation 
to patients. 


SELECTION OF SUBJECTS 


The four samples consisted of the entire 
membership of a room in a general care 
section, of one in a minimum care sec- 
tion, of one in a maximum care section, 
and of a ward on the Intermediate Serv- 
ice. This selection made possible a com- 
parison of socialization among elderly 
men who differ in degree of incapacita- 
tion. It also permitted a comparison be- 
tween a maximum care section and the 
Intermediate Service which have a sim- 
ilar level of infirmity but wide differences 
in activities, treatment, and contact with 
staff members and others. 

Mean ages in the four samples were 60, 
63, 65, and 61 years respectively. Fight 
months was the median period of resi- 
dency on the Intermediate Service ward 
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and in the room in the maximum care sec- 
tion; ten months in the room in the min- 
imum care section; and twenty-one 
months in that of the general care section. 


PROCEDURE 

All members and patients were oriented 
to the study by staff personnel who were 
familiar to them. The study was pre- 
sented as “a survey” and in no way con- 
nected with the administration. A ques- 
tion period was permitted to allay anx- 
ietv and the cooperation of the men was 
requested. With one exception, a neg- 
ativistic paranoid, all patients agreed to 
be interviewed. 

The interviewers consisted of two 
psychologists and four social workers. 
This number permitted simultaneous in- 
terviewing to be carried on in the three 
domiciliary sections and prevented ex- 
change of information between those 
who had already been interviewed and 
those who had not vet been seen. Ex- 
change of information among roommates 
was prevented by requesting all persons 
to remain by their beds until called out 
for interview and not allowing them to 
return until evervone in the room had 
been seen. 

After the establishment of rapport, 
each patient was interviewed, as follows: 

1. “We are making a survey. I would like to 
take just a couple of minutes of your time. We 
are interested in trying to make the domiciliary 
(or hospital) as pleasant as possible. One way is 
to try to keep buddies and friends together and 
we are conducting a little survey on friendships. 
Of course, there are some people toward whom 
we feel closer than we do to others. I wonder 
if you would mind telling me the name of the 
féllow in the domiciliary or hospital you feel 
closer to than anybody else? (pause), and who 
comes next? (pause), and who comes after 
him?” 

2. “Thank you. Now I would like you to 
name for me as many fellows in the domiciliary 
and the hospital as you can.” (This item was 
used to elicit the acquaintances, as contrasted 
to friends of the men.) 

3. “Now, what is the name of the man who 
sleeps next to you? (pause), and who sleeps on 
the other side of you?” 


























FIG. 1. Sociogram of room in general care 
section. 


In a number of instances, some diffi- 
culty was encountered in ascertaining 
whether the names given were of actual 
domiciliary members or hospital patients. 
Sometimes only a first name or a last 
name could be given. Some were iden- 
tified only by a nickname or what ap- 
peared to be a distortion of the name. 
To meet such problems, uniform criteria 
were established to determine the ac- 
ceptability for use in this study of the 
names given. 


Results 


Floor plan sociograms of the rooms in 
the three sections and the hospital ward 
are shown in figures I through IV. 
Each circle represents the location of a 
bed, numbers identify the occupants of 
these beds, and blank circles represent 
beds which were unfilled at the time of 
the study. 

An arrow drawn between circles indi- 
cates where a man names another as his 
friend. An arrow extending to the mar- 
gin of the diagram indicates that the 
choice is of a man in another room or 
ward of the same section. An arrow ex- 
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FIG. WU. Sociogram of room in mining care 
section. 


tending bevond the margin indicates a 
choice made outside the section. 

It is noted that there does not seem to 
be much socialization. There are appar- 
ently a number of extreme isolates who 
indicate that they have no friends in the 
room and who are not considered to be 
the friend of anyone in the room. There 
are a number who are considered to be 
the friend of but one other man in the 
section room. Mutual friendships among 
patients in the same room are rare, with 
but four such relationships in the room 
in the general care section and three on 
the Intermediate Service ward. 

It would appear that the room in the 
maximum care section is distinguished by 
the relative dearth of reported friend- 
ships. Statistical tests of significance were 
used to determine if these differences are 
reliable and if there are significant dif- 
ferences in the number of indicated 
friendships between any of the residential 
units of this study. These operations were 
accomplished by computing the mean 
number of times the men in each unit 
were named as a friend by colleagues in 
the same room (or ward) and obtaining 
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rig. ul. Sociogrami of room in maximum care 
section. 


t values for the differences between these 
means. The data obtained may be cau- 
tiously interpreted as indicating a trend 
for the infirm men on the Intermediate 
Service ward to show greater socializa- 
tion than infirm members in a maximum 
care section. 


ADDITIONAL DATA ON SOCIALIZATION 


Members of the room in the minimum 
care section scored higher in the ability 
to name acquaintances, with a mean of 
5.0 given acquaintances, than members 
of the general care section with a mean 
of 3.2 acquaintances, and also higher than 
members in the maximum care section 
with a mean of 3.3 acquaintances. Con- 
fidence levels in both instances were be- 
tween .05 and .10. No significant differ- 
ences were found between the mean num- 
bers of acquaintances given by the men 
in any of the domiciliary units and the 
men on the Intermediate Service. It is 
suggested that the tendency is for in- 
firm men on the Intermediate Service to 
show a greater number of intensive re- 
lationships on the ward than do max- 
imum care members but not to exceed 
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riG. 1v. Sociogram of intermediate service ward. 


them in the number of casual associates. 

The ability of the men to name their 
colleagues who occupy beds adjacent to 
their own was found to be uniformly 
poor. For example, in the room in the 
maximum care section the beds of 14 
members were so situated that each had 
two colleagues in immediately adjacent 
beds. Of these, seven members were un- 
able to name either man in an adjacent 
bed, four could name one of the men, and 
three could name both. These findings 
are further striking evidence of the 
isolation graphically revealed by the 
sociograms. 

Frequent comments were encountered 
in the survey which add qualitative flavor 
to the deficient social patterns which 
were revealed. Typical remarks elicited 
from men who could not name a friend 
or had difficulty in doing so were, “No 
preference, I feel close to everybody”; 
“Everybody is my friend”; “The col- 
ored fella who sleeps at the other end”, 
“I don’t know, everybody calls him 

.”; “LT don’t know his name”; “I tell 
vou, I don’t really mix personally, I don’t 
know their names—I don’t get that fa- 
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miliar, we’re all friends”; “I don’t know, 
I’ve only been here four or five months”; 
and “I don’t pay any attention to names.” 


Discussion 
The conditions of the study were ex- 
amined to determine if any factors existed 
which might systematically have biased 
the results. That the Intermediate Service 
patients and the maximum care members 
were of similar backgrounds has already 
been indicated. It might be thought, how- 
ever, that the greater infirmity of the 
hospital patients might influence their 
level of socialization. It was anticipated, 
for example, that the hospital patients 
might be less mobile and tend to remain 
in closer physical association with one 
another than if they could move about 
freely. A man was considered ade- 
quately mobile if he could walk unas- 
sisted to the dining hall in another build- 
ing for all of his meals. Six patients of 
the intermediate group could not reach 
this criterion, but seven members of the 
maximum care group were similarly 
handicapped. Differences in mobility, 
then, could not account for the results 
obtained. 

The number of psychotic and men- 
tally deteriorated men was regarded as 
another factor which might influence 
level of socialization, the presence of an 
appreciable number of such men prob- 
ably having a negative effect. It was not 
feasible, however, to evaluate all of the 
subjects through individual examinations. 
Yet it should be pointed out that the re- 
searchers encountered a number of ob- 
viously psychotic and mentally dete- 
riorated patients on the Intermediate 
Service in contrast to the lack of such 
impressions gained in the maximum care 
section. Administrative considerations, of 
course, would be expected to place more 
psychotics and mentally deteriorated 
men on the hospital service. Had the 
groups been equated with respect to this 
variable, the obtained differences in 
socialization levels between the Inter- 





mediate Service ward and the room in 
the maximum care section might have 
reached a higher level of significance. 

The effect of confronting the subjects 
with relatively unfamiliar interviewers 
who posed questions which could be con- 
sidered “personal” bears scrutiny. It 
would be expected that a number of the 
men would be suspicious and evasive, and 
such responses were encountered in some 
cases. Therefore, data provided by the 
men on the identity of friends and ac- 
quaintances might well be regarded as 
minimal. However, there was no reason 
to believe that any such factors existed 
which could have biased the responses 
more in one unit than in the other. That 
socialization and interest in one’s fellows 
was nevertheless low is apparent from the 
poor ability of the subjects to name those 
occupying adjacent beds. Giving the 
names of those sleeping nearby is a much 
less “‘personal” matter than disclosing the 
identity of one’s friends, hence there is 
less reason to regard data on identifica- 
tion of bed neighbors as minimal. 

Of course the sociographic method is 
but one way to gaining information on 
interpersonal relationships and does not 
illuminate all levels of socialization and 
social interest. A number of our subjects 
are shy and inhibited but feel friendly 
toward fellow members whose names 
they do not know but with whom they 
often meet and carry on extensive con- 
versations. Although the level of socia- 
bility appears unquestionably low, it is 
possible that considerable sociability was 
not measured by the methods used. 

It would appear, in the light of the 
findings of Donahue and co-workers,” that 
the pattern of social relationship found 
here is perhaps typical of older institu- 
tionalized persons who must take ini- 
tiative for their own activities. In Dona- 
hue’s study, it was noted that residency 
in an institution which does not “. . . pro- 
vide outlets in meaningful activities, par- 
ticularly those that foster relationships 
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with other people, may doom residents to 
isolation and purposeless living,” and that 
“... it can reasonably be assumed that in 
the course of several vears of living under 
such conditions many older individuals 
will approach nearly complete isolation 
from their fellow residents.” Questions 
may be raised, however, as to whether 
the degree of isolation found here, or 
that in Donahue’s study, is partly a func- 
tion of the personal idiosyncracies of 
those who seek residence in such homes. 
Neither of the two studies provides a di- 
rect solution to this problem based on in- 
tensive evaluation of institutionalized el- 
derly persons and appropriate controls. 

Examination of the personalities of in- 
stitutionalized elderly persons is proposed 
as complementary to study of the struc- 
ture of the social unit in order that a 
number of problems may be clarified. For 
example, what are the characteristics of 
persons who maintain their isolation, or 
relative isolation, in spite of an intensive 
activities program? What effect does the 
presence of poor socializers have upon 
the socialization of other members of the 
group? This latter question is of particu- 
lar importance where the poor socializers 
are psychotic or mentally deteriorated. 
It should be known whether including 
such persons in a group of mentally nor- 
mal has a therapeutic effect on those with 
mental difficulties, or if the presence of 
mentally deviant persons has a dampen- 
ing effect upon the socialization of others 
in the group. 

The economic function of isolation 
must also be examined in connection with 
an activities program. Social isolation in 
the midst of one’s fellows must be re- 
garded as a form of withdrawal behavior 
and cannot be related solely to the de- 
gree of organized activity in effect. 
While increased socialization might be 





desirable for many, it is questioned that 
more socialization be the goal for all. It 
is possible that withdrawal might be pref- 
erable in some cases to the strain attend- 
ant on group participation in those whose 
interpersonal interests have decompen- 
sated. 

The fact that many men on the Inter- 
mediate Service remained isolates despite 
the general improvement in socialization 
emphasizes how strongly certain elderly 
institutionalized persons resist engaging 
in active interpersonal relationships. Some 
patients on the Intermediate Service did 
not seem to improve despite the inten- 
sive activities program and_ increased 
therapy and personal attention. Might it 
not be asked, then, if it would be advan- 
tageous to develop screening technics 
which would admit to programs designed 
to increased socialization only such per- 
sons as are likely to profit? More than an 
economy measure, such selection might 
greatly enhance the general social par- 
ticipation of those admitted and thus 
have a greater salutary effect on health 
and morale. It is recognized that wide 
individual differences exist among elderly 
patients in the amount of stimulation and 
encouragement required before greater 
socialization is observed. No_ patient 
should be labeled a nonsocializer until it 
is quite certain that all feasible efforts at 
socialization have been exhausted. 


Postscript 

Since the completion of this study the 
Veterans Administration has launched a 
planned living program in its domicili- 
aries. This program includes a greater 
activities schedule for the men than that 
previously in effect. It may be hypothe- 
sized that a change in social patterns will 
ensue after this program reaches effective 
operation. 


REFERENCES 


1. MARTINSBURG V.A. CENTER STAFF: Preliminary report 
of research study of the first domiciliary sample in 
Martinsburg, West Virginia. Undated. 

2. DONAHUE, W., W. W. HUNTER, and D. COONS: 


Aor: Patches A A study of 
the socialization of older people. 


Geriatrics 8: 656- 


272 Geriatrics, June 1956 


666, 1953. 

3. CONNER, J. F., F. B, DEVITT, and H. I. SWITKES: A hos- 
pital unit for the care of the patient with long-term 
illness: the intermediate service. J. Chron. Dis, 2: 

162-177, 1955. 








1OS- 
rm 





Kill ng mental h ospitals 


with the aged infirm 


N A RECENT ARTICLE filled with helpful 
I statistical information, Dr. Lawrence 
Kolb protests against the putting of many 
senile but sane persons into beds in men- 
tal hospitals.' This is bad for the mental 
hospitals. 

As Dr. J. J. Blasko points out, while 
the population of Connecticut increased 
by 9.6 per cent and the number of per- 
sons over 60 increased by 14 per cent 
during the vears from 1950 to 1954, the 
number of persons past 60 admitted to 
the mental hospitals of that state increased 
by 39 per cent. 

One bad thing is that perhaps | in 4 of 
these old persons is not psychotic enough 
to require incarceration in a mental hos- 
pital. Many of them could be taken care 
of in homes. Most of what they need is 
ordinary care, such as is required by any 
old person who is disabled by arthritis, 
weakness, an old stroke, a bad heart, or 
some childishness with occasionally some 
confusion. As Dr. Kolb remarks, about 
the only good thing one can say about the 
modern tendency to put old people into 
mental hospitals is that their care in the 
hospitals is better than it was in the alms- 
houses and poor farms. 


Editorial 








In California, a survey showed that 
many of the patients now being sent into 
a mental hospital should have gone to an 
emergency hospital. Some died in the am- 
bulance on the way! In at least 20 per 
cent of cases, the old person who gets 
sent into a mental hospital is sane enough. 
His trouble is that he has no relative liv- 
ing who will assume the responsibility of 
housing him, feeding him, and perhaps 
keeping him tidy and clean. 

I can remember well how, when I was 
an intern in a big city hospital fifty vears 
ago, I had to fight to keep the beds in my 
ward from being given over to senile 
old people who, once in, would have re- 
mained for several vears until they died. 
I wanted to maintain the city hospital as 
a good teaching institution, rather than 
as a nursing home. 

It is a stupid and most uneconomic 
practice to keep an old person, who could 
easily be cared for for a reasonable fee 
by some former nurse in her home, in an 
expensive city or university general hos- 
pital or in a state mental hospital that has 
to be staffed with physicians, nurses, and 
trained orderlies. 


Watter C. Atvarez, M.D. 
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Digests FROM CURRENT LITERATURE 


Some Observations of Renal Diseases in Adults 


M. H. WALD. Quart. Bull. Northwestern Univ. 
M. School 29: 249-255, 1955. 


Prognosis of acute renal failure in adults rests 
upon the elements of fluid balance, electrolyte 
control, and cardiovascular integrity. 

Occurrence of nephritis in advanced age is 
illustrated by the case of a 71-year-old woman 
with passive congestion, who developed acute 
glomerulonephritis two weeks after a respira- 
tory infection. Clinical recognition of the dis- 
ease, in spite of the age of the patient, prevented 
mistaken diagnosis and a dangerous therapeutic 
program. 

Although subacute nephritis is most common 
in patients between 20 and 50, the disease is re- 
ported in a 76-year-old woman. Total duration 
of the disease was nine months but the patient 
was apparently well for the first seven months. 
Sections of the kidney removed at autopsy 
showed typical epithelial crescents character- 
istic of subacute nephritis. However, pre-exist- 
ence of acute glomerulonephritis seems likely 
in this case, since microscopic hematuria was 
found at the onset of the disease. 

While immunity may be conferred after 
complete recovery from a single attack of acute 
nephritis, exacerbation and apparent disconti- 
nuity of the stages of nephritis make such im- 
munity doubtful. For example, a 60-year-old 
woman, with no previous history of renal dis- 
ease, developed nephritis one week after onset 
of a mild gastroenteritis. Sections of the kidney 
at autopsy showed evidence of chronic glom- 
erulonephritis as well as the fresh lesion of acute 
Bright’s disease. 


Cardiac Arrhythmias in the Older Age Group 
Following Thoracic Surgery 


A, KROSNICK and F. WASSERMAN. Am. J. M. Sc. 
230: 541-550, 1955. 
A study was made of the incidence of ectopic 
rhythms following thoracic surgery in elderly 
patients. The recommended treatment of ab- 
normal rhythms of the heart beat is the same 
as for arrhythmias in younger patients. 
Fighty-two patients, 50 years or older, under- 
went thoracic surgery during the period under 
study. The operative procedures included 
thoracotomy for purposes of exploration, 
biopsy, or resection, exclusive of procedures 
on the heart, great vessels, or pericardium. Ten 
of the patients developed a rapid, ectopic 
rhythm—ventricular rates between 150 to 220 
per minute—on one or more occasions in the 
postoperative period. Seven of the 10 patients 
had clinical evidence of cardiac disease before 
undergoing surgery. 
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Five patients had a solitary postoperative epi- 
sode of rapid heart action. Three patients had 
2 bouts of abnormal rhythm; 2 patients had 3 
separate incidents. Paroxysmal auricular fibrilla- 
tion was the most frequent mechanism. Fighty- 
five per cent of the arrhythmias developed in the 
first postoperative week. Two of the 10 patients 
died and, in both cases, the arrhythmia was the 
primary cause of death. The remaining patients 
responded to treatment and reverted to a nor- 
mal rhythm without serious sequelae. 

Therapy is both prophylactic and _ active. 
The former is aimed at the correction of the 
predisposing and precipitating factors. The pre- 
disposing factors include pre-existing heart dis- 
ease, antecedent arrhythmia, and frequent pre- 
mature contractions. The precipitating factors 
are anoxia, vagal reflexes, and hypotension. The 
patient with an antecedent history of spon- 
taneous rapid ectopic rhythms may benefit by 
antifibrillatory medication before thoracic sur- 
gery. Preoperative digitalization may prevent 
the development of supraventricular tachycar- 
dia, auricular flutter, and auricular fibrillation. 
Procaine amide or quinidine sulfate may be use- 
ful in the patient with frequent premature con- 
tractions. In the postthoracotomy period care 
must be taken to control hypoxia and to cor- 
rect electrolyte imbalance. 


Treatment of Herpes Zoster with ACTH 


Nm 
w 
w 


D. H. APPELMAN. New England J. Med. 
693-695, 1955. 


A brief course of ACTH was successful in the 
treatment of herpes zoster in 4 out of 5 patients 
from 50 to 74 years old. It was concluded that 
this hormone should be reserved for patients in 
the older age group, individuals with herpes 
zoster ophthalmicus, and those failing to re- 
spond to the conventional therapy. 

ACTH therapy shortens the acute phase, di- 
minishes the intense pain, and reduces the fre- 
quency of complications in herpes zoster. The 
course of the pathologic process on the skin is 
unaltered. The drug is of no value in post- 
herpetic neuralgia. 

The hormone may be given by intramuscular 
injection, usually 25 mg. every four hours, by 
one or two daily intramuscular injections of 40 
mg. in a gelatin vehicle, or by daily intravenous 
administration of 25 mg. in 500 cc. of glucose in 
distilled water. Therapy is usually concluded in 
three to five days. The results are particularly 
good in the ocular complications of herpes zos- 
ter ophthalmicus. No absolute contraindications 
to the use of this hormone exist, because excel- 
lent therapeutic benefits can be obtained with a 
short course of parenteral administration. 
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the tranquilizer with 


NO KNOWN 


CONTRA-INDICATIONS 
ideal for prolonged therapy 


@ Effective in anxiety, tension and muscle spasm 

@ Well tolerated—not habit forming—essentially non-toxic 
e@ Does not produce depression 

@ Orally effective within 30 minutes for a period of 6 hours 


e Supplied in 400 mg. tablets. Usual dose: 1 or 2 tablets—3 times a day 


Milltown 


the original meprobamate—2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 





DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N.d. (Vy) 
Affe 


Literature and Samples Available On Request 
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Michigan Conference on Aging 
The University of Michigan Ninth Annual 
Conference on Aging will be held in Ann Arbor 
July 9 through 11, 1956, on the topic, “Health 
for the Aging—Medical and Social Services.” 
General meetings will deal with health sub- 
jects of interest to all professional groups. In 
addition, the conference will offer clinics for 
medical, dental, and paramedical personnel, 
and a number of workshops will present prin- 
ciples and technics for promoting the health 
of the aging through public health programs, 
institutional care, social and welfare services, 
occupational and diversional activities, and the 
integration of health services at the community 
level. Special attention will be given in one 
of the workshops to the geriatric training of 
medical and other personnel. For further in- 
formation, write to Dr. Wilma Donahue, 1510 
Rackham Building, Ann Arbor, Michigan. 


International Meetings 

The Fourth Congress of the International As- 
sociation of Gerontology will be held in 
Merano, Italy, July 14 to 19, 1957. For regis- 
tration forms and further information, write 
Segreteria, Quarto Congresso Internazionale de 


Activities and Announcements 






Gerontologia, Viale Morgagni, 85, Firenze, 
Italy. Additional information regarding the 
program will be found in later issues of 
Geriatrics. 

The first Pan American Gerontological Con- 
gress will be held in Mexico City, September 
15 to 22, 1956, with Dr. Manuel Payno, pres- 
ident of the Sociedad Mexicana de Geriatra, 
as presiding officer. Dr. FE. V. Cowdry of 
Washington University is chairman of the 
North American Committee of Cooperation. 
There will be two simultaneous sessions of the 
Congress on (1) Medical and Biologic Aspects 
and (2) Social and Economic Aspects. 

© 


Architectural Competition in 

Homes for the Aged 

The National Social Welfare Assembly, Inc. 
is sponsoring an architectural competition in 
homes for the aged, which will open in May 
with announcements in two journals, Archi- 
tectural Record and Modern Hospital. This 
contest is made possible by a grant from the 
Frederick and Amelia Schimper Foundation. 
All drawings submitted in the contest must be 
received by October 1. First prize is $5,000 
with five additional prizes ranging from $2,500 
to $500. 





The makers of Pepperidge Farm Bread be- 
lieve in fresh natural ingredients for nutri- 
tionally valuable and taste- pleasing bread. 
So the flour for our Whole Wheat Bread 
is stone-ground in our own grist mills—con- 
tains the wheat germ and all the natural 
goodness of the whole grain. And we use 
whole milk, sweet cream butter, yeast and 
unsulphured molasses to make our bread. 





Back to first principles for REAL BREAD 
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PEPPERIDGE FARM BREAD 


NORWALK, CONNECTICUT 


We offer White Bread, too—made with 
unbleached flour, dairy-fresh ingredients. 

We suggest that Pepperidge Farm Bread 
deserves a place on your table. 

For information about our special saLt- 
FREE Bread, please write to me. 


DIRECTOR 







——— 
Fhin ( ofticed 


pon extaacey 














rel 


In i 
clus 
with 
time 
that 
cree 


be 
dru 
for 
PAN 







of 


1) 











Depropanex. 


DEPROTEINATED PANCREATIC EXTRACT 


relieves vasospasm, restores activity 














MAJOR ADVANTAGES: Relieves pain by relieving spasm. Acts directly 
on smooth muscle. Non-narcotic. Nontoxic.? 





In intermittent claudication associated with oc- Supplied: in 10-cc. and 30-cc. rubber-capped 
clusive arterial disease, continuing treatment vials. Dosage schedules in package circular. 
with DePROPANEX prolongs the claudication —REFERENCES:1. Am. Heart J. 18:425, 1939. 2. J. Urol. $1:137, 
time to an average of more than three times —_'944. 3 Minnesota Med. 33:103, 1950. 

that of the control tests\—may markedly in- 
crease walking distance. 

In renal colic and ureteral spasm, “there can 
be no question . . . of the beneficial effects of the 
drug in lessening or abolishing pain.”? Useful Be a 
for biliary colic, too. Postoperatively, DEPRO- Philadelphia 4, Pe. 
PANEX Virtually eliminates paralytic ileus, makes DIVISION OF MERCK & CO., INC. 
possible an “easier, more pain-free recovery.” 


























TUBE-FEEDING 
FORMULA 


quick ! easy! complete! 






To prepare, mix 

1 quart whole milk 

3 cups (405 Gm.) 
non-fat milk powder 
4 heaping tablespoons 
(60 Gm.) GEVRAL PROTEIN 


Add water to make 
2,000 cc. 






REFRIGERATE UNTIL READY TO USE 


This formula supplies essential 
nutrients for 24 hours: 


LO See 2,000 cc. 
Protein...... 217 Gm. 
Aree 42 Gm. 
Carbohydrate 273 Gm. 
Calories. ......: 2,354 


plus 26 vitamins and minerals 








AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 


*REG. U.S. PAT. OFF. 


=) 


GERIATRIC VITAMIN-MINERAL-PROTEIN SUPPLEMENT 


LEDERLE LABORATORIES DIVISION 


EDITOR’S NOTE: 

The names of the authors of the article “Elec- 
troconvulsive Therapy in Elderly Patients,” ab- 
stracted on page 41A of the December 1955 is- 


sue of Geriatrics, should read R. Ehrenberg 
and M. J. O. Gullingsrud. 


Some cutlines were inadverdently transposed 
in the article “The Fallibility of the Glucose 
Tolerance Test in the Aged” by Arnold Wag- 
ner, which appeared in the December 1955 issue 
of Geriatrics. Reprints of the article with cor- 
rected cutlines may be obtained by writing the’ 
Geriatrics editorial office. 


The sentence beginning on line 15, page 3, of 
the article “Cardiac Arrest,’ by William A. 
Hopkins et al, in the January 1956 issue of Ger- 
iatrics, and which reads, “The usual method for 
atropine administration, in which the patient 
may receive 5 mg. anytime from one to two 
hours before the actual danger period, is strong- 
ly condemned,” should read “. . . 0.5 mg. any- 


time from one to two hours .. .” 





HENNESSY 
COGNAC BRANDY 


84 Proof | Schieffelin & Co., New York 





































lec- 

ab- 
y is- 
berg 


osed 
cose 
Vag- 
ssue 
cor- 
the 


3, of 
1 A, 
Ter- 
1 for 
tient 
two 


ong- 


any- 














Did ya tear dat doc 
apart when he told 
ya to lay off coffee? 











Coffee Flavor Instant Postum! 


1 almost let him have it! 
Lucky for him, 
he put me wise to 
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Many atemper has been lost by caffein- 
sensitive patients told to give up coffee. 
Before they can count to ten, why not 
recommend the caffein-free Postum 
Beverages? 

While some patients may enjoy regu- 
lar Instant Postum, others may prefer 
Imitation Coffee Flavor Instant Postum 
—now available for the first time. 

Coffee Flavor Instant Postum, like 
regular Instant Postum, is caffein-free 


Regular and NEW Coffee Flavor 


Instant Postu 


No caffein 


and costs less than a penny a cup. Its ex- 
tra-hearty flavor is extra-satisfying. 
Made of wheat and bran, the Instant 
Postum (Coffee Flavor or regular) in 
an average cupful has only 10 mg. so- 
dium and a mere 16 calories. 
Fora gift supply of both Coffee Flavor 
and regular Instant Postum, write to: 
Postum, Dept. G-6, Battle Creek, Mich. 
(Offer good in U.S. only, expires 
November 30, 1956.) 





Postum is a registered trade-mark of General Foods Corp. 














in mental confusion, 
emotional lability, 

and depression 

in aging and aged patients 


haleptone 


elixir 
liane produces “marked improvement’ 
a ri = T 
| Eat Cnt ‘ | In a group “‘. . . presenting a clinical picture of marked memory 
y ile Ge ae defect, confusion and deterioration, and mild behavior disorders 
—— H ... the most important changes occurred following the adminstra- 
$= | tion of the [pepsin] elixir containing pentylenetetrazol and nico- 


tinic acid. This elixir produced a marked improvement in the 
behavior of the patients ... All patients subjectively stated that 
they felt much better physically, and this was objectively con- 
firmed by the gain in weight, ranging from 2 to 8 pounds in over 
75% of the patients.””! 






























ANALEPTONE Stimulates the respiratory and vasomotor centers— 
causes a peripheral vasodilatation—“...a step forward in the 
halting of degenerative processes.”’*? ANALEPTONE helps overcome 
the “mental confusion, emotional lability, errors of judgment, 
inability to concentrate, headaches . . .”? and other symptoms 
of cerebral hypoxia. 


formula: Each teaspoonful (4 cc.) contains: 


Pentylenetetrazol. ... 6 6 6 we tw oe 200 mg. 
Nicotinic Acid’ @MiaGin) . 6 6 6k kc ee 100 mg. 
Peptenzyme® Elixir... 0. se eb q.s. 


Alcohol 16% by volume 


indicatio.ns: Fatigue, mental confusion, irritability, anti-social 
attitudes, functional memory defects particularly 
in the aging and the aged patient. 


dosage: One-half to one teaspoonful 1 to 3 times daily. 


. lo Set «A, 153:1260 
2! Seidel, He Silver, AA. ond Nogel, H. JERSEY CITY 6, NEW JERSEY 


J. Am. Geriatric Soc. 1:280 
3. Houston, C.S.: New England J. Med. 


240:683 fh 
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GERIJECT 
INJECTION 


® ESSENTIAL VIT. B 
COMPLEX FACTORS 


GERIJECT 


PLUS 
® INOSITOL TA B t ET S 
© CHOLINE ® 12 VITAMINS 


© LIVER _ © 11 MINERALS 
© IRON * © 3 LIPOTROPICS 
© dil-METHIONINE 
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GERIJECT 


PLAN 


Effective continuous vitamin-min- 
eral therapy is now available for 
your patients . . . particularly those 
receiving geriatric therapy. 
Economical to both physician and 
patient, Geriject Injection, supple- 
mented by daily use of Geriject Tablets, 


insures constant, effective vitamin- 
mineral intake. 


For samples and literature, write DEPT. G: 








C. F. KIRK COMPANY 


Pharmaceutical and Biological Laboratories 


521 WEST 23rd STREET * NEW YORK 11, N.Y. 

















To counteract 


corticoid-induced adrenal 
atrophy during corticoid 
therapy, routine support of the 
adrenals with ACTH is recom- 
mended. 


THIS IS THE 
PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


@ When using prednisone or prednisolone: 
for every 100 mg. given, inject approx- 
imately 100 to 120 units of HP* 
ACTHAR Gel. 

@ When using hydrocortisone: 
for every 200 to 300 mg. given, inject 
approximately 100 units of HP* 
ACTHAR Gel. 


@ When using cortisone: 
for every 400 mg. given, inject approx- 
imately 100 units of HP*ACTHAR 
Gel. 


Discontinue administration of corticoids on 
the day of the HP*ACTHAR Gel injection. 


HPACTHAR Gee 


(IN GELATIN) 

The Armour Laboratories brand of purified adre- 
nocorticotropic hormone—corticotropin (ACTH) 
*Highly Purified 





Unsurpassed in Safety and Efficacy 
More than 42,000,000 doses of 
ACTH have been given 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND ( 
KANKAKEE HLEINOIS 
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RAPID HEALING IN VAGINAL 
SURGERY PROMOTED BY 
LOCAL ESTROGEN THERAPY 


for about 10 days before, and 10 
days after, intervention. 


In the postmenopausal patient, 
local estrogen application before 
and after plastic vaginal surgery 
promotes proliferation and vascu- 
larity of the epithelium, thus re- 
storing the atrophic and friable 
mucosa to a more normal state. 
This facilitates the surgical pro- 
cedure as well as favors more rapid 
healing. Doyle’ suggests the use of 
“Premarin” Vaginal Cream 7 to 
10 days prior to surgery. Hamblen’? 
recommends local estrogen therapy 


Treatment of Senile Vaginitis 
is Simplified 


According to Doyle, local estrogen 
therapy provides “a valuable thera- 
peutic constituent in the manage- 
ment of vaginitis and vaginal 
infections, regardless of etiology.” 
This method affords “an almost 
immediate healing and soothing 
effect.’ 





© 99 


“Premarin. Vaginal Cream 











“PREMARIN” VAGINAL CREAM in a nonliquefying base, is standardized in 
terms of the weight of active, water-soluble estrogen content expressed as sodium 
estrone sulfate (0.625 mg. per gram). Presented in a combination package No. 874 
—11% oz. tube with specially designed calibrated applicator; also refill available. 


Complete information may be obtained by writing to Ayerst Laboratories, 22 East 
40th Street, New York 16, N. Y. 
1. Doyle, J. C.: Urol. & Cutan. Rev. 55:618 (Oct.) 1951. 


Medicine, ed. 2, Philadelphia, W. B. Saunders Company, 1949, p. 657. « 
71:15 (July) 1949. 


« 2. Hamblen, E. C., in Stieglitz, E. J.: Geriatric 
8. Doyle, J. C.: California Med. 


Ayerst Laboratories e New York, N. Y. e Montreal, Canada @ 
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STAY ON 
THE JOB... 
“COMFORTABLY 


Py 


Brand of Phe 


provides gratifying relief 


Painful symptoms impel the patient with acute or 
chronic pyelonephritis, cystitis, urethritis or prostati- 
lis to seek vour aid. In the interval before antibiotics, 
sulfonamides or other antibacterial measures can 
hecome effective, the nontoxic, compatible. analgesic 
action of Pyrtpium brings prompt relief from urgency. 
frequency, dysuria, nocturia or spasm. At the same 
time, PyripiuM imparts an orange-red color to the 
urine which reassures the patient. Used alone or in 


combination with antibacterial agents, Pyripium may 


RINARY DISTRESS 


idium_ 


in a matter of minutes 


be readily adjusted to each patient by individualized 
dosage of the total therapy. 

SUPPLIED: In 0.1 Gm. (1'2 gr.) tablets in 
bottles of 50, 500, and 1.000. 


vials of 12 and 


Pynipitm is the registered trade-mark of Nepera Chemical Co.. Inc, for 
its brand of phenylazo-diamino-pyridine HCI. Sharp & Dohme, Division 
of Merck & Co., Inc., sole distributor in the United States 
~ > ‘ 
SHARP & DOHME 
Philadelphia 1, Pa. 
Division of Merck & Co., INc. 








MENIC 


alleviates 


mental confusion, memory defects, 


and related S) mptoms 


MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 


dilator, nicotinic acid, is “...safe and simple...practical and inexpensive... 


can be used without hesitation on an ambulatory basis ...especially useful in 


combating symptoms of abnormal behavior.. 


99) 
. 


1Levy, S.: J.A.M.A., 153:1260-1265, 1953. 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 


(% gr.). In bottles of 100 and 500 tablets, Literature and samples available upon request. 


GERIATRIC PHARMACEUTICAL CORP. /sELLEROsE, LL, N.Y. 





To speed convalescence — 





Saturation Dosage 


of water-soluble vitamins B and C 


ALLBEE with C 


The highest ascorbic acid 
content (250 mg.) of any 


water-soluble vitamin capsule 


A. H. ROBINS CO.,INC. RICHMOND 20, VA. 





rofessionally promoted only— 
ever counter displayed 






In each capsule: 

Thiamine hydrochloride 15 mg. 
Riboflavin 10 mg. 
Calcium pantothenate 10 mg. 
Nicotinamide ~  -§0 mg. 
ASCORBIC ACID 250 mg. 
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BETTER 


results are obtained 

with STERANE'—3 to 5 
times more active than 
hydrocortisone or cortisone. 


, BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 


1S0- complete and maintained for 
a] longer periods with relatively 
‘ie small doses.’” 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 
therapy...’ 


in bronchial asthma 


tera 


brand of prednisolone 












Supplied: White, 5 mg. oral tablets, 
bottles of 20 and 100. Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored. 








1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

8. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 







PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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BEECH-NUT PROVES 








SPECIAL DIETS CAN BE TASTY! 


Gone are the days when a patient need be de- 
pressed at the thought of having to follow a 
special diet. For in its Strained and Junior Foods, 
Beech-Nut has taken great pains to preserve na- 
tural flavor. There’s the time and attention given 
to choosing the finest ingredients, the care ex- 
ercised in cleaning and processing, the safe- 
guarding of important vitamins and minerals. 
Step by step, Beech-Nut has preserved the fresh 
flavor to help make your patients’ dietary menu 
tasty and appealing. And for older people living 
alone, these foods are convenient and egonomical. 


aSy pics 


« ——_ é y 
Gj = —=\ 
Beech-Nut 
APPLE sauce 


JUNIOR FOODS 










28 STRAINED FOODS 
27 JUNIOR FOODS 


BEECH-NUT PACKING COMPANY 
















increases peripheral 
circulation and 
reduces vasospasm by 
(1) adrenergic blockade, 
and (2) direct vasodilation. 
Provides relief 
from aching, numbness, 
tingling, and blanching 
of the extremities. 
Exceptionally 
well tolerated. 


ILIDAR® BRAND OF AZAPETINE 


HOFFMANN-LA ROCHE INC - NUTLEY » NLS 








for 
prolonged 
vasodilation 
in chronic 
circulatory 
disorders 


“always cold 






roniacor ® 
BRAND OF 
BETA-PYRIDYL CARBINOL 








TETRACYN 
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around COLOSTOMIES, FISTULAS and 


ANORECTAL IRRITATIONS 
from fecal and 


urinary incontinence 


Well documented! 


Supplied in 1 oz. tubes 
and 1 lb. jars 


56A 


in the treatment of DERMATITIS sae 


—_ 


Dept. G, PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 Second Avenue, New York 10, N.Y. 






















z Artane 


Trihexyphenidyl HCI Lederle 





effective over long periods 


ARTANE iS a strong antispasmodic, effective in all 
three types of Parkinsonism—Postencephalitic, Ar- 
teriosclerotic, and Idiopathic. Unlike certain other 
such drugs, it does not lose effectiveness when given 
over long periods. It is usually well tolerated, and has 
no deleterious effect on bone marrow function. 


ARTANE is supplied in 2 mg. and 5 mg. tablets, and 
as an elixir containing 2 mg. per teaspoonful (4 cc.) 
Dosage: 1 mg. the first day, gradually increased, 
according to response, to 6 mg. to 10 mg. daily. 


| CED LEDERLE LABORATORIES DIVISION 


amerrcan Cyanamid company PEARL RIVER, NEW YORK 











New CRYSTAL FORM of nonfat dry milk 
Only the Carnation crystal form mixes instant- 
ly even in ice-cold water...stays fresh and free- 
flowing on the pantry shelf. And most impor- 
tant, the flavor is fresh, delicious for drinking. 


For the patient who prefers a richer flavor in 
nonfat milk, or is on restricted liquid intake, 
the physician may suggest an additional heap- 
ing tablespoon of crystals per glass (oranextra 
¥% cup crystals per quart). This provides heav- *>~— 
ier, richer flavor—and 25% more protein, cal- 
cium and B-vitamins with no increase in fat or 
liquid bulk. 






















Top Food Award Winner 
A » The Carnation crystals process received 
‘ ~y the biennial Food Engineering Award 
Ve ee <as the most important advance in food 
& es 












MIXES STORES 
INSTANTLY ON SHELF 
Carnation Instant Carnation crystals 
crystals mix do not harden in 


instantly with a package. Costs up 
light stir, even in FR to 7¢ less per 
ice-cold water TYPES quart than bottled 


DURUM ready to drink. nonfat milk. 


TYPES CRYSTALS CARNATION CRYSTALS 


CARNATION INSTANT 


overcomes “diet resistance” because 
it tastes so good! 


processing. J 


Other Superiorities of New Carnation Instant 


















AVAILABLE IN 
3 OR 8-QT. PACKAGE 


NO SPECIAL 
RECIPES 

Liquid Carnation 
(regular or 
‘*self-enriched’’) 
is simply used in 
any recipe calling 
for milk. 















The Spectrum 


of Nutrients 


In 


Oatmeal 





The important contribution to daily nu- 
tritional health made by the broad spectrum 
of nutrients in the classical Quaker Oats 
breakfast dish is illustrated by this table. 
All the nutrients in oatmeal occur naturally. 




















THE QUAKER OATS BREAKFAST DISH* 
NUTRIENTS OATMEAL MILK TOTAL NUTRIENTS OATMEAL MILK TOTAL 
{Protein 47Gm. 3.9Gm. 8.6Gm. flron 1.28 mg. 0.12 mg. 1.40 mg. 
Carbohydrate 17.7Gm. 5.7Gm. 23.4 Gm. {Calcium 15 mg. 148mg. 163 mg. 
Fat 2.0Gm. 44Gm. 64Gm. {Phosphorus 115mg. 113mg. 228 mg. 
{Thiamine 0.18 mg. 0.05mg. 0.23 mg. Potassium 162mg. 163mg. 325 mg. 
{Niacin 0.26 mg. 0.10 mg. 0.36 mg. Zinc 1.08 mg. 0.45 mg. 1.53 mg. 
{Riboflavin 0.05 mg. 0.19mg. 0.24 mg. Folic acid 11.4 mcg. 0.3 mcg. 11.7 mcg. 
Pyridoxine 0.07 mg. 0.06mg. 0.13 mg. Vitamin Biz 0.1 mcg. 0.7 mcg. 0.8 mcg. 
Pantothenic acid 0.25 mg. 0.41 mg. 0.66 mg. {Copper 0.31 mg. 0.04 mg. 0.35 mg. 
{Vitamin A plus Carotenoids — 0.08 mg. 0.08 mg. Manganese 1.45 mg. 0.002 mg. 1.45 mg. 
Magnesium 51 mg. 14 mg. 65 mg. {Calories 111 81 192 
*] oz. oatmeal (dry), 4 oz. whole milk; usually-added sugar not included in evalua- tNutrients for which Daily Dietary are ded by the National 
tion; sources supplied on request. Research Council. 

















IN GERIATRIC NUTRITION 
In the problems of geriatric 
nutrition, of dealing with 
the self-imposed restric- 
tions and distorted appe- 
tites of the aged, oatmeal 
offers definite advantages. 
It provides good protein, 
valuable vitamins and 
minerals, is low in sodium 
and purines, is easily eaten, 
readily digested, and 
promptly utilized. 





Few foods can better the broad nutrient spec- 
trum of the oatmeal serving. For its caloric 
content its nutritional contribution may well 
be unique, and justifies the physician’s continued 
recommendation of ‘tan oatmeal breakfast’’ for 
every age, for the normal as well as the thera- 
peutically indicated diet. 

Quaker Oats and Mother’s Oats, the two 
brands of oatmeal marketed by The Quaker 
Oats Company, are identical in their content of 
all nutrients. Both brands are available in the 
Quick (cooks in one minute) and the Old-Fash- 
ioned (cooks in five minutes) varieties. 


The Quaker Oats @mpany 


CHICAGO 
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FOR BEDSORES 
AND OTHER 
CHRONIC 
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ULCERATIONS st os 
May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 

HITE’S VITAMIN A& D OINTMER 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 
pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 
BR in 1% oz. or 4 oz. tubes; 


1 Ib. or 5 Ib. jars. 


BRIS 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 








July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 


sber- 








BRISTOL, TENNESSEE 





for antiarthritic therapy 


That cortisone and the salicyiates have a compiementary 
action has been well established.'° In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: ‘“‘By a judicious combination of the two 
agents . . . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.””! 


Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still’s disease... Neuromuscular affections 


Cortisone acetate ....... 2.5 mg. 

Sodium salicylate ....... 0.3 Gm. 

Aluminum hydroxide gel, dried . 0.12 Gm. 

Calcium ascorbate. ...... 60mg. 

(equivalent to 50 mg. ascorbic acid) - 

Calcium carbonate ...... 60 mg. 
1. Busse, E.A.: Treatment of Rheumatoid 


Arthritis by a Combination of Cortisone and 
— Clinical Med. 11:1105 (Nov., 
). 


ad 


Roskam, J., VanCawenberge, H.: Abst. in 


NEW YORK J.A.M.A., 151:248 (1953). 


w 


. Coventry, M.D.: Proc. Staff Meet., Mayo 


KANSAS CITY Clinic, 29:60 (1954). 
SAN FRANCISCO 


os 


Holt, K.S., et al.: Lancet, 2:1144 (1954). 
Spies, T.D., et al.: J.A.M.A., 159:645 (Oct. 
15, 1955). 


- 





t: 


U.S. Pat. 





us combination...” 


2,691,662 





The S. E. Massengill company 

















































THE BIO-FLAVONOIDS 
A growing group of clinical reports today 
indicates the importance of the Citrus Bio- 
flavonoids in health and disease. 





Yet it was over 30 years ago that the first 
report of Sunkist Bio-flavonoid Research 
was published. As the manufacturer of 
citrus products, Sunkist Research has con- 
tinued to produce standardized Citrus Bio- 
flavonoids to the Pharmaceutical Industry. 


CITRUS BIO-FLAVONOIDS 
Hesperidin 
Hesperidin Methyl Chalcone 
Lemon Bio-flavonoid Complex 
Calcium Flavonate Glycoside 


CLINICAL APPLICATIONS 
Extensive Bio-flavonoid bibliography, re- 
porting investigation over many years, is 
rapidly being favorably documented. 

Hesperidin and the other Citrus Bio- 
flavonoids have been found effective as ad- 
juncts in the treatment of disease syndromes 
in which capillary abnormalities appear 
at both subclinical and clinical levels. 

Indications for the use of the Citrus Bio- 
flavonoids are on a twofold basis, as: 1. Nu- 
tritional factors. 2. Therapeutic agents. 

Many therapeutic uses are as yet in 
suggestive and indicative stages—respiratory 
disease, etc. Conclusive evidence is being 
documented in the prenatal control of 
habitual abortion and in vascular disease. 


Hesperidin and other Citrus Bio-flavonoids 
in combination with therapeutic agents and 
nutritional factors are available to the med- 
ical profession as specialties developed by 
leading pharmaceutical manufacturers. 
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take It easy... 











As energy requirements de- 
crease, foods must be carefully 
chosen to provide nutrient 
needs. Medically supervised 
studies show that weight can 
be lost and desired weight 
maintained on a palatable diet 
of familiar and well-liked foods. 
This diet supplies generous 
quantities of high quality pro- 
tein and calcium . . . nutrients 
frequently low in the food in- 
take of older people. 

The necessary foods for the 
diet can readily be chosen from 
the family table by the older 
person who lives with a younger 
family—are easily prepared by 
the person who cooks small 
meals. 

The foods included in these 
diets provide all essential 
nutrients in amounts recom- 
mended for adults. Only calo- 
ries are in deficit. Dairy foods 
are an important feature of 










neto 


these meals because of their 
high proportion of nutrients in 
relation to the calories they 
provide. Their taste appeal and 
variety make the diet easy to 
follow until the desired weight 
is lost. 

Doctors! Send for the con- 
venient leaflet and diet instruc- 
tion sheets containing menus 
for three full meals a day for 
an entire week. Diets at two 
moderately low calorie levels 
are included. These diet in- 
structions will be useful even 
where a person may require a 
different calorie level for weight 
loss. For such individuals, the 
physician can suggest desired 
modification, retaining the 
basic diet plan. 

These materials are yours on 
request—without cost or obli- 
gation. Simply clip the cou- 
pon below, fill it in and mail 
it today. 


The nutritional statements made in this advertisement have been reviewed 
by the Council on Foods and Nutrition of the American Medical Associ- 
ation and found consistent with current authoritative medical opinion, 


NATIONAL DAIRY COUNCIL—A non-profit organization 


Since 1915 . . 


111 N. Canal Street, Chicago 6, Illinois. 
Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet on weight reduction. 


NAME 


. promoting better health through nutrition research and education. 





PROFESSIONAL DESIGNATION —_ camel 


ADDRESS___ 


CITY 























New! 


Cowdry’s 


CANCER 
CELLS 


By E. v. Director, Wernse Cancer Research 
Laboratory, Washington University, St. Louis; former- 
ly President, American 
search and Fourth International Cancer Research Con- 
gress. President, American Gerontological Society and 
Second International Gerontological Congress. 677 
pages, 614x934", 137 illustrations. $16.00. 


COWDRY, 


Association for Cancer Re- 





A well-rounded picture of current infor- 
mation on cancer. This book by a world- 
famous authority serves to give you clues 
to more effective diagnosis, treatment and 
prevention of cancer. This excellent com- 
pilation will help you give your patients 
the benefit of the best knowledge science 
has to offer. 


Here are just a few of the fascinating dis- 
cussions—cellular changes which charac- 
terize a cancer cell—carcinogenic agents 
—cellular susceptibility and the influence 
of heredity, age and sex—latent period in 
development of cancer, single trauma can- 
cers, modifying factors in cancer develop- 
ment, precancerous lesions, cancer diag- 
nosis and treatment. 








Today’s most effective techniques in the 
diagnosis and treatment of chest diseases. 
This new book comprehensively presents 
all the revolutionary advances of the last 
decade. All the chest disorders you will 
encounter in your geriatric patients are 
fully discussed. Concise discussions give 
you every help on etiology, pathology, 
clinical manifestations, diagnosis, modern 
therapy, indications and contraindications 


for surgery. 


You will find complete coverage of lung 
cancer, tuberculosis, the pneumonias, pul- 
monary abscess, bronchial asthma, pul- 
monary emphysema, pulmonary cysts, sar- 


coidosis and pulmonary embolism. 


New! 
Hinshaw & Garland’s 


DISEASES 
of the 


CHEST 


By H. corwIN HINSHAW, M.D., Ph.D., Clinical Pro- 
fessor of Medicine; and L. HENRY GARLAND, M.B., 
B.Ch., Clinical Professor of Radiology, Stanford Uni- 
versity School of Medicine. 727 pages, 7’’x10"’, 634 
illustrations on 288 figures. $15.00. 





I 
W.B. SAUNDERS COMPANY 
West Washington Square 


Send me and charge my account 


Easy 
Payment 
Plan 


[_] Cowdry’s Cancer Cells $16. 


Name 


Address 


Philadelphia 5, Pa. 


G-6-56 


MAIL 
COUPON 


00 


(_]) Hinshaw & Garland’s Diseases of the Chest $15.00 











A.P.C.- Demerol 
Tablots 


for more efficient 


CONTROL oF PAEH 


Each tablet contains: Aspirin 200mg. _— (3. grains) 
Phenacetin 150mg. (2% grains) 
Caffeine se . 30mg. *(% grain) 
Demerol hydrochloride 30mg. (% grain) 


Adult dose: 1 or 2 tablets up to four times daily. 


~ Bottles of 100 tablets. Narcotic blank required, 


‘ "Such a combination has proven clinically to be far 
more effective and no more toxic than equivalent 
doses of any of these used singly."* 


‘ 
(|{Juthep LABORATORIES 
NEW YORK-18, N.Y. 


oA \ aS 
Demerol, brand of meperidine, trademark reg. US. Pat. Off: 
*Bonica,' J.J.; and Backup, P.H.: Northwest Med., 54:22, Jon., 1955. 





nou dosage 


“MEDIATRIC” [abl 


For greater versatility of administration 
in preventive geriatrics 


Now you can prescribe “MEDIATRIC”... 
TABLETS - CAPSULES - LIQUID 


. . . to satisfy any individual preference among the steadily increasing 
number of aging patients you are treating with “Mediatric.” 


“MEDIATRIC”", 


Steroid-Nutritional Compound 


Tablets and Capsules 
Each tablet or capsule contains: 
Conjugated estrogens equine 
(“Premarin” ® ) 
Methyltestosterone 
Vitamin C (ascorbic acid) 
Thiamine mononitrate (Bi) 
Vitamin Bie with intrinsic factor 
concentrate 1/6 U.S.P. Unit 
SUES RCM WISE aa sccewawes eee 0.33 mg. 
Ferrous sulfate exsic. ........... 60.0 mg. 
Brewers’ yeast (specially 
processed ) 
d-Desoxyephedrine HCl 


Supplied: 
Tablets—No. 752—Bottles of 100 and 1,000. 
Capsules—No. 252—Bottles of 30, 100, and 1,0C0. 


Liquid—No. 910—Bottles of 16 fluidounces 
and 1 gallon. 


Liquid 
Each 15 cc. (3 teaspoonfuls) contains: 
Conjugated estrogens equine 

(‘‘Premarin’”’ ® ) 
Methyltestosterone 
Thiamine HCl (Bi) 
Vitamin Bie 
Folic S0id WAP s sis ones cceanancn 0.33 mg. 
d-Desoxyephedrine HCl 

Contains 15% alcohol 


. Suggested Dosages: 


Male-—1 tablet or 1 capsule (or 3 teaspoonfuls) 
daily, or as required. 


Female—1 tablet or 1 capsule (or 3 teaspoon: 
fuls) daily, or as required, taken in 21 day 
courses with a rest period of one week be- 
tween courses, 


For continuing health and vigor in the “second 40 years’ 


Ayerst Laboratories « New York, N.Y. *« Montreal, Canada 


5661 








